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 Infants and toddlers enrolled in Early Head Start are at increased risk for child 
maltreatment due to the presence of numerous factors across a developmental-ecological 
framework, such as poverty, parental mental health problems, and developmental 
disability (e.g., Belsky, 1993; Bronfenbrenner, 1979).  Within Early Head Start, home 
visitors are in a unique position to identify the families most likely to experience 
maltreatment.  However, research has demonstrated that home visitors are often ill-
equipped to identify and address risk factors such as parental mental health concerns, 
substance abuse, and domestic violence (Azzi-Lessing, 2011; Tandon, Mercer, Saylor, & 
Duggan, 2008).  Further, little is known about how home visitors understand risk for 
maltreatment.  
The current mixed methods study sought to: (a) identify how Early Head Start 
home visitors understand maltreatment, determine risk for maltreatment, and refer 
families identified as at-risk to relevant Early Head Start program and community-based 
services; and (b) identify the association between presence of risk factors and court-
substantiated child maltreatment to develop the model of factors that best predicts 
maltreatment occurrence.  To answer these questions, archival program and clinical 
service data and juvenile court records on 743 Early Head Start families were extracted 
and analyzed.  Qualitative interviews exploring identification of risk for maltreatment 
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were also conducted with Early Head Start home visitors and supervisors.  
Results demonstrate high risk for maltreatment, with 14.9% of enrolled families 
having a court-substantiated case of maltreatment.  Home visitors identified numerous 
risk factors for maltreatment across child, caregiver, interactional, and 
social/environmental risk levels.  Of the risk factors identified, being a single parent, 
presence of intimate partner violence, and prior CPS involvement were predictive of 
court-substantiated maltreatment.  There was no significant difference in maltreatment 
prediction between evidence-based risk factors and home visitor risk factors.  Families 
with actual and predicted maltreatment were significantly more likely to receive program 
services than families without maltreatment.  Findings provide rich information about the 
role that home visitors play in maltreatment prevention within Early Head Start.  
Directions for effectively training home visitors to engage families and deliver program 
and community-based services in a manner that reduces risk for and prevents 
maltreatment are discussed.   
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Chapter 1: Introduction and Literature Review 
 Child maltreatment has been identified as a pervasive social problem and a public 
health issue (Institute of Medicine [IOM] & National Research Council [NRC], 2013).  
Maltreatment and its associated consequences pose a direct threat to the mission of Early 
Head Start as defined in the Head Start Performance Standards, which is to promote 
school readiness by enhancing cognitive, social, and emotional development, and build 
positive parent–child relationships and improve family well-being (U.S. Department of 
Health and Human Services [U.S. DHHS], 2016a).  Early experiences of child abuse and 
neglect are associated with impairments in cognitive development, emotional well-being, 
language and communication skills, physical health, and general school readiness (e.g., 
Cicchetti & Toth, 2000), which directly interfere with healthy child and family well-
being.   
Recent estimates have suggested that approximately 9.4 per 1,000 children in the 
United States experience substantiated maltreatment (U.S. DHHS, 2016b).  Further, 17.1 
per 1,000 children experience substantiated abuse and neglect perpetrated by their parent 
or caregiver (Sedlak et al., 2010).  Children in the zero to three age group, consistent with 
those served by Early Head Start, experience the highest rates of maltreatment (ACF, 
2012; U.S. DHHS, 2016b).  It is at this young age that adverse life experiences can be 
particularly harmful (e.g., Shonkoff & Garner, 2012), highlighting the critical need to 
prevent maltreatment.  The developmental-ecological theoretical model is one framework 
with which the etiology of child maltreatment can be understood (Belsky, 1993; 
Bronfenbrenner, 1979).  This model situates risk factors identified in the literature across 
child, caregiver, interactional, and social/environmental levels.  The presence of and 
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interaction between these risk factors place young children and families, especially those 
served by Early Head Start, at increased risk for maltreatment.   
Early Head Start Family Service Workers, hereafter referred to as home visitors, 
are in a unique position to identify the presence of risk factors in the families they serve 
and ameliorate those risk factors through the provision of services or referrals to 
community agencies.  Home visitors have frequent access to families in their homes 
throughout their enrollment in Early Head Start as required by the Performance Standards 
(U.S. DHHS, 2016a).  However, the existing literature on Early Head Start and other 
home visitation programs does not specifically address the role of home visitors in 
maltreatment prevention.  This reflects a lack of focus on maltreatment prevention as a 
primary program aim.  Current Early Head Start policies require programs to have 
methods of identifying and reporting actual or suspected instances of maltreatment, and 
research has demonstrated that home visitors tend to accurately assess for child safety in 
instances when there is immediate risk or serious harm (Ashton, 1999).  However, the 
guidelines do not include training in the identification of risk prior to actual occurrence of 
maltreatment (U.S. DHHS, 2016a).  As a result, home visitors are ill-equipped to identify 
and address factors that are highly associated with maltreatment, such as parental mental 
health concerns, substance abuse, and domestic violence (Azzi-Lessing, 2011; Tandon et 
al., 2008).  Further, there has been no literature to date examining the extent to which 
home visitors are aware of the association between these risk factors and child 
maltreatment.   
Impact of Maltreatment on Child and Family Outcomes   
Child maltreatment has a profound impact on a child’s healthy development and 
9 
 
 
 
9 
is associated with numerous, persistent detrimental outcomes, including 
neurophysiological, cognitive, and behavioral deficits (Cicchetti & Toth, 2005).  A 
substantial body of literature demonstrates that the consequences of child maltreatment 
directly interfere with the identified goals of Early Head Start, to promote school 
readiness by enhancing cognitive, social, and emotional development, and to build 
positive parent-child relationships and improve family well-being, as outlined in the Head 
Start Act and the Performance Standards (U.S. DHHS, 2016a).  This further highlights 
the critical need to address maltreatment in order to reduce the threat to child competence 
and healthy family functioning. 
Research has demonstrated that child abuse and neglect are associated with a 
variety of structural changes in the brain and persistent impairments in neurobiological 
and neuropsychological functioning (Shonkoff & Garner, 2012; Teicher & Samson, 
2016).  Most notably, structural brain changes have been identified in the areas related to 
response to stressful situations (Heim, Newport, Mletzko, Miller, & Nemeroff, 2008; 
Lupien, Fiocco, & Wan, 2005).  Research has implicated the biological stress response 
system as a physiological area greatly affected by early experiences of maltreatment, 
such that it is continually activated and demonstrates increased reactivity to stress (De 
Bellis, 2005; Heim et al., 2008; Jaffee & Christian, 2014; Shonkoff & Garner, 2012).  
Recent reviews of the neurobiological effects of abuse and neglect found morphological 
alterations and significant impacts on auditory, visual, and somatosensory brain regions, 
including the hippocampus, amygdala, portions of the prefrontal cortex, and sensory 
cortex (Child Welfare Information Gateway, 2015; Teicher & Samson, 2016).    
The neurophysiological consequences that occur following exposure to traumatic 
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stress are seen in a child’s response to emotional stimuli and ability to effectively regulate 
emotions (Langevin, Cossette, & Hébert, 2016; Wilson, Hansen, & Li, 2011).  Children 
who have experienced maltreatment demonstrate difficulty correctly identifying emotion 
faces, understanding emotional expressions, and responding appropriately to affect 
produced by others, which leads to emotional distress and difficulty with affective 
dysregulation (Briere, 2002; Cicchetti & Toth, 2005).  Kim and Cicchetti (2010) found 
that maltreated children displayed significantly lower levels of emotion regulation, 
defined as capacity to modulate emotional arousal, than nonmaltreated children.  
Disturbances in cognitive function have also been linked with child maltreatment.  
Children who have experienced abuse and neglect display deficits in basic memory 
processes, such as encoding, memory monitoring, and retrieval (Eisen, Goodman, Qin, 
Davis, & Crayton, 2007) and executive functions such as planning and attention 
(DeBellis, 2005).  Maltreated children tend to perform poorly on measures of executive 
function, abstract thinking, attention, and concentration (DeBellis, Hooper, Spratt, & 
Woolley, 2009; Erickson & Egeland, 2010).  Children with early abuse experiences are 
more likely to have delays in grammar and vocabulary comprehension, produce 
significantly fewer words pertaining to physiological states and negative affect, and often 
struggle with multiple word and sentence meanings (Eigsti & Cicchetti, 2004; Hyter, 
Henry, Atchison, Sloane, & Black-pond, 2003).  
These deficits in emotion regulation and cognitive functioning contribute to the 
higher rates of academic, behavioral, and relational problems among children who have 
experienced abuse and neglect (IOM & NRC, 2013).  Maltreated children are more likely 
to demonstrate poorer school performance into adolescence (Moradi, Doost, Taghavi, 
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Yule, & Dalgleish, 1999) and exhibit greater numbers of externalizing behaviors, 
including aggression and conduct problems, which contribute to a high rate of 
problematic peer relationships (Kim & Cicchetti, 2010; Langevin, Hébert, & Cossette, 
2015; Lansford, Criss, Dodge, Shaw, Pettit, & Bates, 2009).  Further, research has 
demonstrated that maltreated children have delayed social problem solving skills and 
conflict avoidance skills, creating additional risk for dysfunction in interpersonal 
relationships (Tyler, Allison, & Winsler, 2006).   
These deficits are amplified by disruptions in the parent-child relationship that 
occur as a result of maltreatment.  Maltreated children likely experience harsh, 
inconsistent, or insensitive parenting and a lack of modeling of appropriate skills that 
interfere with the ability to develop effective strategies for emotion regulation (Kim & 
Cicchetti, 2010; Shipman & Zeman, 2001).  Abusive parents are more likely to 
experience their own emotion regulation difficulties, which when compounded with high 
levels of parental stress and limited knowledge about child development, lead parents to 
become frustrated and perceive childrearing as more difficult than non-abusive parents 
(Hecht & Hansen, 2001; Mammen, Kolko, & Pilkonis, 2003). 
Gould and colleagues (2012) found that these detrimental outcomes persist well 
into adulthood.  This places children at risk for other long-term effects such as substance 
abuse (e.g., Dunn, Tarter, Mezzich, Vanyukov, Krisici, & Krillova, 2002) and mental and 
physical health problems (Mulvihill, 2005; Widom, Czaja, Bentley, & Johnson, 2012).  
The dysfunctional response to stressful situations puts maltreated children at greater risk 
for depression and posttraumatic stress disorder (PTSD), particularly following exposure 
to subsequent stressors or traumas (Heim, Newport, Bonsall, Miller, & Nemeroff, 2001; 
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Gilbert, Widom, Browne, Fergusson, Webb, & Janson, 2009).  Further, relational 
difficulties with caregivers and peers are associated with difficulty forming healthy 
relationships later in life, potentially increasing the likelihood of intergenerational 
transmission of abuse (Golden, 2009; Harden, 2004). 
The Developmental-Ecological Theory of Maltreatment   
In order to prevent the numerous detrimental outcomes associated with 
maltreatment, it is critical to understand the factors that contribute to increased likelihood 
for abuse and neglect.  Belsky (1993) first outlined a comprehensive developmental-
ecological framework of risk factors for maltreatment, based on Bronfenbrenner’s (1979) 
theory of child development.  This framework organizes risk factors for child 
maltreatment into four categories: (a) child factors, (b) parent factors, (c) factors in the 
interactional context between parents and children, and (d) factors in the broader context.  
An extensive body of research has identified that the likelihood of maltreatment is 
influenced by this complex and diverse set of factors that are interrelated and interact to 
increase risk (Belsky, 1993; Cicchetti & Toth, 2005; Hecht & Hansen, 2001). 
 Risk factors at the child level include characteristics or behaviors that make 
children more likely to be in unsafe situations or that place increased demands on parents 
or caregivers, such as developmental disabilities (e.g., Palusci, 2011), behavioral 
problems (Belsky, 1993; Urquiza & McNeil, 1996), or physical health needs (Belsky, 
1993; Palusci, 2011).  Brown, Cohen, Johnson, and Salzinger (1998) conducted a 
longitudinal study examining risk factors for maltreatment and found pregnancy and birth 
complications were significantly associated with child physical abuse, and identified low 
child verbal IQ and difficult temperament as a risk factor for neglect and maltreatment in 
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general.  A study from the United Kingdom also identified low birth weight as a risk 
factor for maltreatment (Sidebotham, Heron, & ALSPAC Study Team, 2006).   
Parent risk factors include stressors that reduce the parent’s ability to provide 
adequate care for their children, such as depression, substance abuse, and low education 
and age (Asawa, Hansen, & Flood, 2008; Belsky, 1993; Dubowitz, Kim, Black, Weisbart, 
Semiatin, & Magder, 2011; Stith et al., 2009).  In particular, a significant relationship has 
been identified between maternal substance abuse, maternal depression, and child 
maltreatment (Hecht & Hansen, 2001; National Academy of Sciences, 2013).  The link 
between parental depression and maltreatment may be driven by elevated parental stress 
and parental discipline strategies (Venta, Velez, & Lau, 2016), highlighting the 
interaction between risk factors across levels.  Other caregiver level risk factors include 
single parenthood, instability in employment, and low educational attainment (Brown et 
al., 1998; Ha, Collins, & Martino, 2015).   
Within the child’s immediate interactional context, numerous factors contribute to 
increased risk for maltreatment.  Broad family instability characterized by frequent 
changes in childcare arrangements is thought to increase risk for maltreatment (Ha et al., 
2015).  In particular, poor parenting practices and limited understanding of child 
development have been associated with maltreatment (Daro & Cohn-Donnelly, 2002; 
Hecht & Hansen, 2001).  Abusive parents also tend to interact with their children less 
frequently than nonabusive parents (Urquiza & McNeil, 1996) and have less supportive 
and responsive caregiving relationships (Belsky, 1993; Brown et al., 1998).  Families in 
which violence between caregivers is present are more likely to experience maltreatment; 
research has demonstrated that child physical abuse co-occurs in between 45 and 70% of 
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families experiencing partner violence (Graham-Bermann, 2002; Holt, Buckley, & 
Whelan, 2008; Palusci, 2011).  Prior family involvement with Child Protective Services 
(CPS), particularly a history of substantiated cases, also increases risk for maltreatment. 
Duffy, Hughes, Asnes, and Leventhal (2015) found that families with a history of 
substantiated risk had a higher number of paternal risk factors, including maternal and 
paternal domestic violence and maternal criminal history.  Another family demographic 
factor that has been associated with child neglect include large family size (Brown et al., 
1998). 
The broader social and environmental context also contributes to risk for 
maltreatment.  National prevalence data indicate that young children living in poverty are 
at increased risk for maltreatment (Belsky, 1993; Sedlak et al., 2010).  A substantial body 
of literature has explored environmental risk factors in the context of neighborhoods 
(Coulton, Crampton, Irwin, Spilsbury, & Korbin, 2007; Maguire-Jack, 2014; Maguire-
Jack & Showalter, 2016; Martin, Gardner, & Brooks-Gunn, 2012; Molnar et al., 2016), 
including family support, neighborhood violence, neighborhood childcare burden, social 
disorganization, and low neighborhood quality.  Child maltreatment is also more likely to 
occur in families who have inadequate housing and are receiving public assistance 
(Palusci, 2011).  It is likely that the persistent and pervasive stressors associated with 
poverty and low-resource neighborhoods reduce parents’ ability to provide a nurturing, 
supportive, and responsive environment for their children, highlighting the 
interrelatedness of risk factors (Hecht & Hansen, 2001).  Similarly, families that lack 
informal social support are also at increased risk for maltreatment.  Spilsbury and Korbin 
(2013) suggest that access to informal social support from family members or friends 
15 
 
 
 
15 
helps to buffer stress through providing emotional support and other resources.  The 
authors also cite Thompson (1995), noting that this informal social support can also 
provide modeling of appropriate caregiving behaviors. 
Early Head Start 
Early Head Start is a nation-wide, federally funded early intervention program 
that provides multidisciplinary services for low-income pregnant mothers and children 
birth through three.  The three primary program aims are (1) the promotion of school 
readiness by enhancing cognitive, social, and emotional development, (2) building 
positive parent-child relationships, and (3) improving overall family well-being (U.S. 
DHHS, 2016a).  Broadly, Early Head Start focuses on the domains of child development 
and competence, as well as the broader family and community context in which 
development occurs (Fantuzzo, McWayne, & Bulotsky, 2003).   
Early Head Start emerged out of the Head Start Act reauthorization in 1994, 
following a study of the Head Start program that identified the need to support families 
with children under the age of three.  Policy makers, service providers, and researchers 
recognized that Head Start faces numerous challenges resulting from serving children at a 
later stage of development (Love et al., 2001), although a clear program theory of change 
has never been described.  The 1994 expansion established the mandate for the inclusion 
of services for infants and toddlers, developing the two-generation approach with services 
beginning before birth (Raikes, Brooks-Gunn, & Love, 2013).  The Performance 
Standards guiding Head Start program implementation and governance were revised in 
1996 to include Early Head Start, but did not go into effect until 1998.  The first wave of 
68 new Early Head Start programs began service provision in 1996.  Additional waves of 
16 
 
 
 
16 
enrollment following the 1998 reauthorization led to a significant expansion of services, 
including the development of 635 Early Head Start programs (Love et al., 2001).  As of 
the most recent evaluation, Early Head Start was serving approximately 125,000 children 
nationwide, following receipt of 1,850 additional funding slots under the American 
Recovery and Reinvestment Act of 2009 (Raikes et al., 2013; Vogel et al., 2015).  
However, federal budget cuts associated with sequestration in 2011 reduced all program 
grants by approximately five percent, leading to a decrease of 51,000 Head Start 
enrollment slots and 6,000 Early Head Start enrollment slots, though a portion of these 
slots were eventually re-funded (U.S. DHHS, 2013).   
There are three program options available to participants in Early Head Start.  
Service delivery models include center-based care, home-based care, and combination 
options that include both center- and home-based care.  The Performance Standards 
identify rules and regulations for each specific program model, including curriculum, 
staff requirements, frequency and length of home visits, and screening tools (Raikes et 
al., 2013; U.S. DHHS, 2016a).  Research on each program option has been conducted 
since the initial authorization; for the most recent results of the Early Head Start Research 
and Evaluation Project (EHSREP), see Love, Chazan-Cohen, Raikes, and Brooks-Gunn 
(2013).  The current study focuses on the home-based program option. 
Risk for Maltreatment within Early Head Start 
While improving family well-being is a primary aim of Early Head Start, 
reductions in child maltreatment is not a primary program outcome (Sama-Miller et al., 
2016).  The initial Early Head Start authorization and the corresponding Performance 
Standards did not include a focus on maltreatment; subsequent reauthorizations and 
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modifications have not identified maltreatment prevention as a primary program aim.  
Yet, numerous risk factors have been identified in the literature (e.g., Belsky, 1993) that 
place young children, especially those served by Early Head Start, at increased risk for 
maltreatment. 
Many of the risk factors described within the developmental-ecological model 
contribute to the eligibility and selection of participants in Early Head Start.  Children in 
the birth-to-three age range (i.e., those served by Early Head Start) experience the highest 
rates of maltreatment (U.S. DHHS, 2016b).  Further, federal regulations require that at 
least 90% of enrolled families have annual household incomes below the federal poverty 
guidelines (U.S. DHHS, 2016a).  Federal guidelines also require Early Head Start to 
provide 10% of enrollment slots to children with developmental disabilities.  Other 
associated risk factors, such as homelessness and receiving government assistance (i.e., 
TANF, or Temporary Aid for Needy Families), make families automatically eligible for 
participation in Early Head Start under the Eligibility, Recruitment, Selection, 
Enrollment, and Attendance (ERSEA) standards (U.S. DHHS, 2015).  In addition, 
children in the foster system are also categorically eligible for enrollment (U.S. DHHS, 
2015).  
Beyond risk, recent research has identified that children enrolled in Early Head 
Start do in fact experience maltreatment at rates higher than those of the general 
population.  A study of maltreatment rates across Early Head Start program models found 
that over the 13-year study period, 15.8% of the sample had experienced maltreatment, 
with 5% having experienced maltreatment during the birth through three range alone 
(Green et al., 2014).  A smaller study examining maltreatment within an Early Head Start 
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home-based program found that 7.8% of the sample had experienced court-substantiated 
maltreatment in the six years following program enrollment (Hubel, Schreier, Flood, & 
Hansen, 2012).  The presence of risk factors, along with the high prevalence of 
maltreatment, make young children and families enrolled in Early Head Start an 
appropriate group for services designed to prevent maltreatment.  There is a clear gap 
between the intervention provided by Early Head Start and the needs of families who 
participate in the program, at least with respect to the prevention of child maltreatment.   
Home Visitation as Maltreatment Prevention  
Home visitation first emerged as a policy option in 1992, having developed out of 
a need to provide services to high-risk families that experience barriers to participation in 
typical interventions, such as lack of transportation (Daro, 2000, 2005).  Home visitation 
typically targets low-income families who experience complex, interrelated difficulties 
and disorganized lifestyles that may interfere with program participation (Bilukha et al., 
2005; Daro & Cohn-Donnelly, 2002).  Engagement in program services remains a 
particular challenge for high-risk families who tend to participate inconsistently, 
infrequently, or for brief periods of time (Alonso-Marsden et al., 2013; Ammerman et al., 
2006; Daro, 2006; McCurdy et al., 2006).  Home visitation attempts to reduce these 
barriers through regular contact with families in their own homes, thus eliminating the 
need for transportation, and increasing parent engagement by focusing on the child in the 
context of visits and providing individualized services to families (Korfmacher et al., 
2008; Raikes et al., 2006; Shonkoff & Phillips, 2000).  
The Task Force on Community Preventive Services and the Centers for Disease 
Control and Prevention (CDC) have endorsed home visitation as a critical element of 
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maltreatment prevention (CDC, 2003).  In a review of reviews, Mikton and Butchart 
(2009) found that early home visiting programs are consistently effective in reducing risk 
for maltreatment, but identified mixed results related to prevention of maltreatment itself.  
For example, Barlow, Simkiss, and Stewart Brown (2006) identified methodological 
concerns that limit the ability to draw conclusions about program effectiveness.  
However, a meta-analysis of 21 studies of home visitation programs found a median 39% 
reduction in abuse and neglect for children enrolled in home visitation programs (Bilukha 
et al., 2005).  Further, in a meta-analysis of 60 studies, Sweet and Appelbaum (2004) 
found a significant decrease in potential for child abuse and neglect following 
participation in home visitation programs.  Home visitation provides increased access to 
at-risk families with the aim of identifying individual needs, assessing for child safety, 
and providing multidisciplinary, targeted, integrated services across all levels of 
developmental-ecological risk (Asawa et al., 2008; Daro & Cohn-Donnelly, 2002; 
Howard & Brooks-Gunn, 2009).   
Numerous home visitation delivery models exist, varying with respect to the age 
of children served, the range of services offered, who provides the services, and what 
outcomes are evaluated (Howard & Brooks-Gunn, 2009).  However, all home visitation 
programs share the common goal of improving the parent-child relationship in the home 
at an early age, in order to enhance child development and family functioning, and tend 
to offer comprehensive and individualized services (Asawa et al., 2008; Astuto & Allen, 
2009).  Evidence-based home visitation programs are currently being evaluated as part of 
the federal Maternal, Infant, and Early Childhood Home Visitation (MIECHV) funding 
and research initiative (Haskins & Margolis, 2014).  Early Head Start has been identified 
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as an evidence-based home visitation program under the MIECHV initiative (Avellar & 
Supplee, 2013; Haskins & Margolis, 2014; Sama-Miller et al., 2016).  Results from a 
large-scale randomized controlled study examining Early Head Start outcomes found that 
the program was effective in improving a wide array of child, parent, and family 
outcomes (Sama-Miller et al., 2016; Vogel, Brooks-Gunn, Marin, & Klute, 2013).  
However, recent evaluations of the effectiveness of various home visitation programs 
found that Early Head Start does not measure reductions in maltreatment as a primary 
program outcome, but as secondary outcomes only (Howard & Brooks-Gunn, 2009; 
Sama-Miller et al., 2016).   
Despite this lack of focus, research has highlighted the potential of Early Head 
Start to reduce maltreatment (Fantuzzo et al., 2003).  In the first longitudinal study of 
maltreatment prevention within Early Head Start, Green and colleagues (2014) evaluated 
a subset of sites in the EHSREP, including four home-based sites, one center-based site, 
and two combined programs.  Overall, children who were enrolled in Early Head Start 
had fewer child welfare encounters and were less likely to have had a substantiated report 
of child abuse between the ages of five and nine, compared to children who did not 
receive Early Head Start services.  Although there were no significant differences in the 
other age ranges, trends suggest fewer child welfare encounters for Early Head Start 
participants.  It is important to note that results also indicated a greater number of neglect 
reports between the ages of birth and five; however, this likely reflects a surveillance 
effect in Early Head Start and subsequent formal care and education preschool programs.  
Despite some conflicting results, this initial evaluation demonstrated promise and 
indicates the need for additional research to elaborate upon these findings.  
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Research has also demonstrated numerous positive effects of Early Head Start 
that may indirectly reduce maltreatment by addressing factors across all levels of the 
developmental-ecological framework that have been associated with increased risk.  
Parents who received Early Head Start services have been found to be more emotionally 
supportive than parents who did not participate in the program, and children tend to 
display fewer behavioral problems after completing Early Head Start (ACF, 2006).   
Chazan-Cohen and colleagues (2007) found that Early Head Start was effective in 
reducing levels of maternal depression.  Further, Early Head Start is a well-structured 
model with stable federal funding, successful implementation on a large scale, and 
evidence suggesting that Early Head Start has had positive impacts on overall outcomes 
(Sama-Miller et al., 2016; Vogel, Brooks-Gunn, Marin, & Klute, 2013).  This illustrates 
the promise of the Early Head Start program as a site for maltreatment prevention.  There 
is both a significant need and opportunity to focus program effort and resources toward 
this goal.  Despite these promising results, there continues to be a substantial gap in the 
literature examining the extent to which Early Head Start prevents maltreatment, and in 
particular, the role that home visitors play toward this end.  
Role of home visitors.  Although home visitors are in a unique position to assess 
the presence of risk factors through regular contact with families in their homes (Pecora, 
Chahine, & Graham, 2013), research has identified that they are often ill-equipped to 
address issues such as parental mental health, substance abuse, and domestic violence 
(Azzi-Lessing, 2011; Harden, Denmark, & Saul, 2010).  Numerous evaluations have 
shown that the complexity of problems exhibited by at-risk families often surpasses the 
ability of home visitors, both in identifying problems and addressing them (Chaffin, 
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2004; Eckenrode et al., 2000; Tandon et al., 2008).  For example, Harden and colleagues 
(2010) found that home visitors interpret symptoms of maternal depression, such as 
sleeping all day, as a relatively normal function of poverty rather than a behavior 
indicating need for concern.  Home visitors may also be reluctant to discuss concerns 
because they are embarrassed to address sensitive issues, fear it will cause a strain in the 
relationship (Hebbeler & Gerlach-Downie, 2002; Kitzman, Cole, Yoos, & Olds, 1997), or 
do not understand how to connect families to available resources (Duggan et al., 2004).  
Without training, home visitors may also overlook obvious risk factors due to the 
presence of family strengths, leading to a belief that there is no need to address identified 
risk (Pecora et al., 2013).  Some home visitors have reported a belief that involving child 
protective services would be harmful to the family and that they may be better equipped 
to address a family’s needs independently (Sedlak et al., 2010).   
This complex risk identification process also includes expectations, norms, and 
values that vary across culture and ethnicity, particularly related to parenting practices 
(Ashton, 1999; Cyr, Michel, & Dumais, 2013).  Ethnic minority social service workers 
and those not born in the United States are less likely to identify or report concerns 
related to child maltreatment than are white social service workers (Ashton, 2004).  This 
is particularly relevant given the diverse population served by Early Head Start.  Further, 
the often ambiguous and unpredictable nature of the risk factors experienced by Early 
Head Start families compound the complex, subjective, and uncertain context in which 
risk identification occurs (Gambrill & Shlonsky, 2000; Pecora et al., 2013).   
The most pervasive issue seems to be a lack of training for home visitors in 
identifying, understanding, and addressing risk factors.  Even when risks have been 
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successfully identified, home visitors report having little training in how to address 
factors such as mental health or substance abuse problems, leading them to feel 
unprepared for working with families on these issues (Tandon et al., 2008).  Early 
investigations revealed inadequate levels of training and support for home visitors (Wasik 
& Roberts, 1994).  A lack of clear Early Head Start program guidelines may promote 
uncertainty regarding home visitor roles in addressing parental mental health needs 
(Tandon et al., 2008).  There is limited guidance directing the training of Early Head Start 
home visitors in the assessment and identification of risk factors for maltreatment, despite 
the ample opportunity through pre-service and ongoing trainings required by the 
Performance Standards (U.S. DHHS, 2016a).  Further, differences in program and 
community resources may lead to confusion as to whether home visitors provide targeted 
intervention themselves or if they are able refer families to appropriate services.  This 
challenge is amplified by the use of paraprofessionals as home visitors (Korfmacher, 
2008).  While Head Start Performance Standards require that home visitors have 
knowledge of child development, safety and nutrition, adult learning principles, and 
family dynamics, there are no regulations for educational background or experience with 
child maltreatment and its associated risk (U.S. DHHS, 2016a).  Overall, research has 
identified that paraprofessionals demonstrate weaker effects compared to professional 
service providers (Howard & Brooks-Gunn, 2009).  Further, Sweet and Appelbaum 
(2004) found that 45% of home visitation programs employ paraprofessionals as home 
visitors.  For these reasons, the field sees a persistent request from home visitors for 
programs to provide more training and support related to identification of risk for 
maltreatment (Daro, 2009; Gill, Greenberg, Moon, & Margraf, 2007).  
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Current Study  
Although Early Head Start identifies the promotion of healthy family functioning 
as a primary program goal (U.S. DHHS, 2016a), the prevention of maltreatment is 
overlooked as a crucial component of this aim (Howard & Brooks-Gunn, 2009; Sama-
Miller et al., 2016).  Children and families enrolled in Early Head Start are at increased 
risk for maltreatment and experience maltreatment at higher rates than those of the 
general population (Green et al., 2014; Hubel et al., 2012).  There is clear potential for 
Early Head Start to prevent and reduce child abuse and neglect through the existing 
intervention framework and goal of enhancing healthy family functioning.  However, the 
lack of explicit focus on maltreatment prevention has led to a paucity of research on the 
role that home visitors play in this process and the extent of home visitors’ ability to 
identify risk for maltreatment.  Further, little is known about how to assist home visitors 
in identifying when risk factors are present in a manner that makes maltreatment more 
likely.  To date, there has been limited research on how home visitors determine risk for 
maltreatment among the families they serve, and how services are provided to and 
utilized by these families.   
This study meets a clear area of need and will help expand the efforts of Early 
Head Start programs to promote healthy family functioning through a focus on the 
prevention of child maltreatment, by identifying (a) how Early Head Start home visitors 
understand and determine risk for maltreatment (along with any gaps in their knowledge 
to direct future training efforts); (b) how home visitors refer families identified as at risk 
for maltreatment to relevant Early Head Start program and community-based services; 
and (c) the association between these risk factors and court-substantiated maltreatment.   
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Home visitors are in a unique position to identify risk for maltreatment among these 
vulnerable families and are able to provide direct, targeted intervention and referrals to 
necessary resources.  Once Early Head Start home visitors are able to identify families at 
high risk for maltreatment, they will be able to connect parents with specific services to 
ameliorate those risk factors, which will in turn improve the effectiveness of Early Head 
Start, strengthen families, and prevent child maltreatment.   
The rationale for the current project has also grown out of needs identified 
through an ongoing, collaborative partnership between the University of Nebraska-
Lincoln (UNL) Department of Psychology’s Psychological Consultation Center and a 
local Early Head Start/Head Start program at Community Action Partnership of 
Lancaster and Saunders Counties.  Community Action Partnership has contracted with 
the Psychological Consultation Center at UNL since 1999 to provide mental health, early 
education, and developmental services for Early Head Start and Head Start families and 
staff, in accordance with Head Start Performance Standards.  Results from previous 
research (e.g., Asawa, 2008; Hubel, Schreier, Flood, & Hansen, 2014) and clinical 
observation at the local Early Head Start have identified the substantial occurrence of risk 
for and presence of maltreatment among families enrolled in the Early Head Start 
program.  Consequently, a need for a more comprehensive understanding of how home 
visitors determine risk for child maltreatment and work with families at risk for 
maltreatment was identified in partnership with Early Head Start program administration.   
 The specific aims, corresponding hypotheses, and benefits expected for this study 
were as follows: 
Primary Aim 1:  Identify the presence of evidence-based risk factors for 
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maltreatment in Early Head Start families, and the relationship between those risk 
factors and family maltreatment status (i.e., court-substantiated maltreatment).   
  Hypothesis 1:  It was expected that multiple child, parent, interactional, and 
social/environmental risk factors would be present among Early Head Start families.  It 
was expected that significant relationships would exist between the presence and number 
of risk factors and maltreatment status. 
Primary Aim 2a:  Identify factors Early Head Start home visitors use to determine 
risk for maltreatment. 
 Hypothesis 2a:  It was expected that Early Head Start home visitors would have 
varying conceptual understandings and descriptions of risk for maltreatment.  It was 
expected that Early Head Start home visitors would identify risk factors that are 
consistent with the literature (e.g., parental depression, substance use) and those that vary 
from the literature (e.g., missed well-child visits, canceled or missed home visits).  It was 
expected that Early Head Start home visitors would have varying responses to identified 
risk (e.g., report to the Child Abuse and Neglect Hotline, service referral).  
Primary Aim 2b:  Identify the relationship between risk factors indicated by Early 
Head Start home visitors and family maltreatment status. 
 Hypothesis 2b:  It was expected that significant relationships would exist between 
the risk factors identified by Early Head Start home visitors and court-substantiated 
maltreatment reports.  
Primary Aim 3: Develop a model of the combination of risk factors that best 
predicts family maltreatment status. 
 Hypothesis 3:  It was expected that a combination of evidence-based risk factors 
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and those risk factors identified by Early Head Start home visitors would most effectively 
predict maltreatment status. 
Primary Aim 4:  Identify the relationship between the risk model that best predicts 
maltreatment and service referral and utilization for Early Head Start families. 
 Hypothesis 4:  It was expected that families identified by the model that best 
predicts risk (identified in Primary Aim 3) would be more likely to have been referred to 
services within the program (e.g., housing services) and/or outside of the program (e.g., 
community mental health services).  It was expected that the families identified as high-
risk would be less likely than low-risk families to utilize program services. 
Overall, this study identifies whether the factors identified by Early Head Start 
home visitors effectively predict risk for maltreatment.  An increased understanding of 
how home visitors identify and respond to risk for maltreatment provides direction for 
improved fit between program services and family needs.  Results also give insight into 
gaps in understanding of risk for maltreatment, which provides guidance for 
comprehensive training of home visitors in the identification of risk factors across all 
levels of the developmental-ecological model.  Identification of gaps in home visitors’ 
knowledge allows for effective training of staff in order to successfully assist and engage 
families in services.  Further, determination of the combination of risk factors that best 
predicts actual occurrence of maltreatment as defined by court-substantiated instance of 
maltreatment increases the ability of home visitation programs to predict maltreatment 
and direct home visitors and program staff to priority areas of intervention when risk 
exists across multiple levels.  For example, if parent factors such as maternal depression 
or presence of domestic violence are predictive of occurrence of maltreatment, program 
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staff will be able to prioritize interventions or referrals designed at ameliorating those 
specific risk factors.  This is particularly important, as prior research has indicated that 
the most at-risk families tend to have particular difficulty engaging in program services 
(Daro & Cohn-Donnelly, 2002).  The current study examines the relationships between 
level of participation in specific program services (e.g., visits with home visitors, health-
related visits, individualized program services, mental health services) and risk for 
maltreatment.  Findings increase understanding of and provide direction for targeted 
response and intervention, which may increase family engagement and length of 
participation in Early Head Start.  For example, if families most likely to experience 
maltreatment are referred to and engage in particular program components, it may be 
possible to develop interventions for use within those domains.  Further, this research 
identifies additional training needs within Early Head Start specific to how the program 
can best be delivered to prevent maltreatment based on the presence of specific risk 
factors.  
The current research is unique in that it utilizes mixed methodology and occurs 
within the context of a well-established relationship with a local Early Head Start 
program.  This allows findings to be immediately translated into practical improvements 
in the provision of program services that are currently delivered through this ongoing 
partnership, such as improved screening and prediction procedures for maltreatment, 
targeted selection of Early Head Start components to individual families, and improved 
trainings delivered by Mental Health Consultants to home visitors and program 
administrators regarding identification and reduction of maltreatment risk.  Findings from 
this study contribute to the ability of Early Head Start and other home visitation programs 
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to reduce child maltreatment for infants and toddlers.   
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Chapter 2: Method 
A sequential mixed methods approach was used to conduct this study.  Creswell 
and colleagues (2011a) identified this approach to be particularly beneficial for 
investigators attempting to gain a contextual, multidisciplinary understanding of complex 
concepts.  This study relied primarily on secondary data analyses of archival data 
collected by the local Early Head Start program and Mental Health Consultants from 
UNL.  Juvenile Court records from the Nebraska Justice system, an online record-
keeping system for state trial court information, were collected to assess child 
maltreatment variables.  Narratives from interviews with home visitors and supervisors 
provided qualitative information about identification of risk for maltreatment.  
Participants  
Subjects in the archival database were 743 children enrolled in Early Head Start 
home-based services in southeastern Nebraska between 2008 and 2015.  There are no 
exclusionary criteria for this portion of the study.  For the majority of analyses, one child 
was randomly selected as the target child in families with multiple enrolled siblings, 
leading to a subsample of 522 children.  Parents enrolled their children from the prenatal 
period through their child’s third birthday.  In the subsample, children were 14 months 
old on average, 52.3% of children were male, and 50.4% were European-American.  See 
Table 1 for additional child and caregiver demographics for the full sample and the 
subsample. 
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Table 1 
Child and Caregiver Demographics 
Child     
   N = 743 N = 522 
Age (in years)  M = 1.15 (.94) M = 1.18 (.90) 
Gender Male                 
Female             
380 (51.1%) 
363 (48.9%) 
273 (52.3%) 
249 (47.7%) 
Ethnicity White 
Hispanic 
Black or African American 
Multiracial/Bi-racial 
Asian 
American Indian/Alaska Native 
371 (49.9%) 
151 (20.3%) 
119 (16.0%) 
57 (7.7%) 
36 (4.8%) 
8 (1.1%) 
263 (50.4%) 
109 (20.9%) 
84 (16.1%) 
35 (6.7%) 
25 (4.8%) 
5 (1.0%) 
Primary Language English 422 (56.8%) 300 (57.5%) 
 Middle Eastern/South Asian 165 (22.2%) 112 (21.5%) 
 Spanish 107 (14.4%) 77 (14.8%) 
 East Asian 23 (3.1%) 16 (3.1%) 
 African Languages 11 (1.5%) 8 (1.5%) 
 European/Slavic Languages 9 (1.2%) 5 (1.0%) 
 Other 2 (0.3%) 1 (0.2%) 
Caregiver    
Gender 
 
Ethnicity 
Male 
Female 
White 
Hispanic 
Black or African American 
Asian 
Multiracial/Bi-racial  
American Indian/Alaska Native 
27 (3.6%) 
716 (96.4%) 
415 (55.9%) 
126 (17.0%) 
120 (16.2%) 
40 (5.4%) 
21 (2.8%) 
13 (1.7%) 
16 (3.1%) 
506 (96.9) 
292 (55.9%) 
92 (17.6%) 
86 (16.5%) 
27 (5.2%) 
12 (2.3%) 
9 (1.7%) 
Primary Language English 
Middle Eastern/South Asian 
Spanish 
East Asian 
African Languages 
European/Slavic Languages 
Other 
427 (57.5%) 
165 (22.2%) 
105 (14.1%) 
23 (3.1%) 
12 (1.6%) 
9 (1.2%) 
2 (0.3%) 
304 (58.2%) 
110 (21.1%) 
77 (14.8%) 
16 (3.1%) 
9 (178%) 
5 (1.0%) 
1 (0.2%) 
Highest Grade 
Completed 
Less than high school degree 
High school diploma/GED 
Some college/Associates degree 
Bachelor’s Degree 
Advanced Degree 
278 (37.4%) 
266 (35.8%) 
137 (18.4%) 
49 (6.6%) 
13 (1.7%) 
186 (35.6%) 
191 (36.6%) 
103 (19.7%) 
33 (6.3%) 
9 (1.7%) 
 
Although the data for this study were archival, families are continuously enrolled 
in Early Head Start and new measures are collected on an ongoing basis as part of routine 
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program and clinical services.  For the purposes of this study, only data collected at 
enrollment and in the first year of participation was used.  
All Early Head Start home visitors and supervisors (n = 17) employed during a 
three-month recruitment period (Spring 2015) were invited to participate in the 
qualitative component of the study (Primary Aim 2a).  There were no exclusionary 
criteria for this portion of the study.  Of the 17 home visitors and supervisors, 14 (82.4%) 
elected to participate.  Home visitors ranged in age from 22 to 57 (M = 36.57, SD = 
11.58).  All 14 participants were female and 11 (78.6%) identified as White.  Ten 
participants (71.4%) had a Bachelor’s degree and four (28.6%) attended some college or 
had an Associate’s degree.  Participants had between six and 189 months of experience 
(M = 52.21, SD = 51.09).  
Setting   
Community Action Partnership of Lancaster and Saunders Counties is the grantee 
for the Early Head Start program serving a mid-sized Midwestern community and 
outlying rural areas.  During the overall study period (2008-2015), the program served 
approximately 260 families with the majority of children (74%) receiving home-based 
services and a small proportion (26%) receiving center-based services.  These numbers 
do not include participants in grantee agencies that serve primarily Head Start children 
ages three to five.  Both local and national Early Head Start home-based and center-based 
programs work towards the same overarching goals of promoting child competence and 
improving healthy family functioning; however, they differ substantially in the manner in 
which services are structured and delivered (ACF, 2006).  While home-based programs 
require a minimum of 48 90-minute visits with the primary caregiver per year, center-
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based programs mandate four educational meetings per year.  Home visitors have more 
frequent and consistent interaction with families enrolled in the home-based program and 
have more opportunity to identify risk for maltreatment.  As a result of differences in 
program structure, the inclusion of center-based participants and center-based staff was 
not appropriate for this study.   
Community Action Partnership and the Head Start Program Policy Council 
expressed willingness to participate in the current project and were involved in the design 
and planning process.  The project was presented to Community Action Partnership and 
Head Start Policy Council prior to data collection.  As described previously, the current 
study has grown out of needs identified during this collaborative relationship.  Families 
experiencing and at risk for child maltreatment are a consistent area of concern and 
intervention in the consultation and direct services provided by UNL Department of 
Psychology’s Psychological Consultation Center through its contract with Community 
Action Partnership.   
Measures   
 Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977).  
The CES-D is a brief self-report measure designed to identify presence of current 
parental depressive symptoms.  Initially designed for use in epidemiologic studies of 
depression in the general population, the CES-D is a commonly used measure in work 
with parents of Early Head Start children (Faldowski, Chazan-Cohen, Love, & Vogel, 
2013).  Home visitors in the local Early Head Start program collect this measure from 
parents within 45 days of enrollment consistent with Performance Standards (U.S. 
DHHS, 2016a) and again at the start of each subsequent program year for the duration of 
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enrollment.  The measure consists of 20 items that assess common symptoms of 
depression.  Each item is scored according to the frequency of occurrence of the 
symptom in the past week rated on a four-point Likert-type scale, with responses ranging 
from rarely or none of the time (0 points) to most or all of the time (3 points).  Total 
scores range from 0 to 60, and a score of 16 is commonly used as a cut-off between 
clinical and non-clinical levels of depressive symptoms (Radloff, 1977).  
 The CES-D was normed using a non-clinical community sample of 2,846 
individuals and a clinical sample of 105 individuals.  Internal consistency reliability was 
excellent, ranging from .85 for the community sample to .90 for the clinical sample 
(Radloff, 1977).  Test-retest reliability was in the acceptable range (.45 to .70).  
Concurrent and construct reliability were excellent.  Subsequent research has consistently 
shown the CES-D to have reliability greater than .80, the minimum acceptable reliability 
in psychology research (e.g., Faldowski et al., 2013).  Use of the total score has been 
recommended for use in epidemiologic research (Radloff, 1977).       
 Behavioral, Emotional, and Social Screening (BESS; Veed, Cronch, Flood, & 
Hansen, 2006).  The BESS is a rating scale used to identify risk for healthy development 
among children birth through 5.  This instrument was developed by the Psychological 
Consultation Center (PCC) at UNL for the screening of Early Head Start and Head Start 
children in Nebraska and has been in use since 2000.  Screening items were designed and 
selected for brevity, ease of administration, and salience of items for identifying risk.  
The BESS is administered by home visitors to parents or caregivers of Early Head Start 
children within 45 days of enrollment.   
The BESS comprises three forms (Infant, Toddler, and Preschool) and screens for 
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behavioral, environmental/familial, and parent/child interactional risk factors; the Infant 
and Toddler forms were utilized in the current study.  The Infant form is designed for 
children birth through 17 months and contains six behavioral items (e.g., how often does 
your child make eye contact with an adult he/she knows).  The Toddler form is designed 
for children 18 through 36 months and contains 10 behavioral items (e.g., how often does 
your child have temper outbursts).  The behavioral items are rated on a 4-point Likert-
type scale based on the frequency of the child’s behavior: rarely or never (0 points) to 
almost always (3 points).  Both forms of the BESS also contain seven items addressing 
child maltreatment and environmental or familial risk factors (e.g., has your child ever 
been physically abused), rating their occurrence as No (0 points), Concern/Unconfirmed 
(1 point), or Yes (1 point).  The home visitor working with the family was also asked to 
complete three additional questions pertaining to their observation of the parent/child 
interaction, rated on the same 4-point Likert-type scale.  For the purposes of this study, 
the Infant and Toddler BESS were used to assess parental mental health problems, 
parental substance abuse, child behavior problems, and problems with parent–child 
interactions using individual items and scale scores.  The environmental/familial risk item 
assessing presence of parental mental health problems was significantly correlated with 
scores on the CES-D (Radloff, 1977) above the clinical cut-off on the Infant form (r = 
.338) and the Toddler form (r = .336).  Four items assessing exposure to child 
maltreatment were re-coded dichotomously and were significantly correlated with a 
court-substantiated instance of child maltreatment on the Infant form (r = .204) and the 
Toddler form (r = .209).  These results support the validity of the measure in identifying 
families who have experienced and are at risk for parental depression and child 
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maltreatment.  The BESS has also proved useful in prior studies using this sample (e.g., 
Hubel, Schreier, Flood, & Hansen, 2012) to adequately identify risk factors for 
maltreatment.   
The BESS was revised in 2013 and used during the final three years of data 
collection using this sample (BESS-R; Schreier, Hubel, Flood, & Hansen, 2013; Schreier, 
Flood, & Hansen, 2014).  The BESS-R is comprised of four forms – Early Infancy, Late 
Infancy, Toddler, and Preschool – and screens for behavioral and familial/environmental 
risk factors.  For the purposes of the current study, the Preschool form was excluded.  
The Early Infancy form is designed for children birth through 9 months and contains five 
behavioral items.  The Late Infancy form is designed for children 10 through 17 months 
and contains six behavioral items.  The Toddler form is designed for children 18 through 
37 months and contains 10 behavioral items.  All forms of the BESS-R also contain nine 
items addressing child maltreatment and familial/environmental risk factors.  Items 
assessing parent/child interactions were removed from the BESS-R initial administration.   
Administration and scoring of the BESS-R occurs in the same manner as described 
above.  In a small sample of BESS-R administered between 2013 and 2015, internal 
consistency reliability for the behavioral scales ranged from .437 to .667, demonstrating 
poor to questionable reliability.  Internal consistency reliability for the 
familial/environmental risk factors ranged from .620 to .691, demonstrating questionable 
reliability.  All data entered into the models included items that were consistent between 
the BESS and the BESS-R.   
 Early Head Start Records.  Additional information was gathered from 
ChildPlus, the database used by Early Head Start staff for case management and record 
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keeping.  Information in ChildPlus was collected via an application packet that parents 
completed prior to enrollment and by home visitors based on their visits with families.  
This information included both family and service information.  Family needs related to 
self-sufficiency (e.g., education, housing, employment) and interest in services related to 
functioning (e.g., Finances, Food and Nutrition, Housing, Employment) were assessed in 
the application packet.  Presence and number of reports made by the program to the Child 
Abuse and Neglect Hotline were collected in order to assess program-identified risk for 
maltreatment.  Prior research has highlighted the importance of including unsubstantiated 
reports to collect information about maltreatment (Green et al., 2004; Leiter, Myers, & 
Zingraff, 1994).  These instances were not considered to be substantiated cases of 
maltreatment.  See Table 2 for family information and child maltreatment risk factors 
extracted from records.  Information on participation in Early Head Start program 
services was also gathered from ChildPlus (Table 3).  
 Mental Health Clinical Records.  Information related to the provision of mental 
health services was collected as part of the ongoing partnership between Early Head Start 
and the UNL Mental Health Consultants.  See Tables 2 and 3 for mental health risk 
factors and services included in the current study.  
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Table 2 
 Evidence-Based Risk Factors and Items Used to Assess Risk Factors 
Evidence-Based Risk Factors Measurement Tools and Items Used to Assess Risk Factors  
Child Level  
Behavior problems Primary caregiver indicates a behavior problem 
occurring Often or Almost Always on BESS or 
BESS-R OR Referral for child mental health 
servicesb 
 
Pregnancy risk Birth weight less than 5lbs, 8oza OR 
Complications with delivery a OR Problems at 
birtha OR Mother had health problems during 
the deliverya OR Pregnancy was identified as 
high riska 
 
Developmental disability Child has a diagnosed disabilitya OR an area of 
concern has been identifieda 
Caregiver Level  
Less than high school degree Primary caregiver’s educational attainment is 
less than high schoola OR Educational needs 
identifieda 
 
Teen parent Primary caregiver was a teen parenta 
 
Unemployed Primary caregiver is unemployeda OR 
Employment needs identifieda 
 
Mental health concerns Primary caregiver CES-D score of 16 or above 
OR Primary caregiver endorses current mental 
health problems on BESS or BESS-R OR 
Referral for adult mental health servicesb 
 
Substance abuse concerns Primary caregiver endorses substance abuse 
concerns on BESS or BESS-R OR Current or 
prior substance abuse identifieda  
Interactional Level  
Intimate partner violence concerns Primary caregiver endorses intimate partner 
violence on BESS or BESS-R OR Caregiver 
has experienced a violent crimea OR Need for 
Emergency Domestic Violence services 
identifieda 
 
Housing concerns Family identified as currently or previously 
homelessa 
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Prior maltreatment or CPS 
involvement 
Program record of CPS reporta OR Primary 
caregiver endorses prior involvement with CPS 
on BESS or BESS-R OR Primary caregiver 
endorses previous child abuse or neglect on 
BESS or BESS-R 
 
Prior mental health treatment Referral for mental health services focused on 
parent-child interactionb 
 
Inappropriate developmental 
expectations 
Home visitor indicates inappropriate 
developmental expectations occurring Often or 
Almost Always on BESS or BESS-R 
 
Close birth spacing Another child born into the family 18 months 
prior to or after the target childa 
Social/Environmental Level  
Limited household resources Family identifies difficulty meeting basic 
needsa OR Family identifies a lack of basic 
household resourcesa 
 
TANF recipient Family identified as current or previous TANF 
recipienta 
 
Limited social support Primary caregiver identified difficulty with 
social support systema OR Caregiver identifies 
having relationships with people who can 
provide supporta OR Caregiver identifies 
having community contacts for assistancea 
a Extracted from ChildPlus  
b Extracted from Mental Health Records 
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Table 3 
Early Head Start Program Services and Indicators Used to Assess Services 
 
Early Head Start Program Services  
 
Measurement Tools and Indicators 
Number of visits by a home visitor ChildPlus record: Number of home 
visits completed since enrollmenta 
 
Number of services received through Early 
Head Start 
ChildPlus record: Count of the services 
received since enrollmentb 
 
ChildPlus record: Presence of each 
service received since enrollmentb 
 
Length of enrollment Length of time each child was enrolled 
in Early Head Start 
a Number of home visits was recorded differently in the records prior to the 2012-2013 
program year.  Only number of home visits for families enrolled after the 2012-2013 
program year are included. 
b The services recorded in ChildPlus provided through the Early Head Start program 
include: Emergency Crisis Assistance, Housing Assistance, Adult ESL (English as 
Second Language classes), Adult Education, Employment Training, Substance Abuse 
Services, Child Abuse Prevention Services, Domestic Violence Assistance, assistance 
obtaining Child Support, Parenting Education, Marriage Education, WIC (Women Infants 
and Children Program) Services.  Mental health clinical services recorded in ChildPlus 
include: Mental Health Assessment, Clinical Response to Mental Health Referral 
(internal), and Joint Home Visit. 
 
 Nebraska Justice Records.  The Nebraska Justice system provides online access 
to public information on a majority of the state trial court’s case information available 
through juvenile court records.  Accessible records include public information; all non-
public information (e.g., Social Security numbers) is redacted from the records before 
they are entered into the system.  The Nebraska Department of Health and Human 
Services (DHHS) receives reports of possible incidents of child maltreatment and agency 
workers determine whether risk is sufficient to file a case with the juvenile court system.  
A case is filed with juvenile court when it is determined that risk for maltreatment exists 
and that DHHS voluntary services are inadequate for addressing this risk.  A filed case is 
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considered a substantiated instance of child maltreatment (Voices for Children of 
Nebraska, 2006).  The Justice system was used to assess and track occurrence of 
maltreatment.  Occurrence of maltreatment was measured by the child’s parent having 
ever been referred to juvenile court for charges involving the Early Head Start child or a 
sibling in the family subsequent to the target child’s birth.   
Procedures 
 Data collection, coding, and entry within the study was completed according to 
Primary Aim 1 (hereafter referred to as the “Quantitative Component”), Primary Aim 2a 
(hereafter referred to as the “Qualitative Component”), and Primary Aims 2b through 4 
(hereafter referred to as the “Mixed Methods Component”).  
 Quantitative component.  This study relied on an archival database that is part of 
a larger research endeavor that has developed out of the established collaborative 
partnership among UNL, Community Action Partnership, and Early Head Start.  The 
larger research project has been continuously approved by the UNL Institutional Review 
Board since 2004 (IRB #6595).  Inclusion of Nebraska Justice records in this protocol has 
been continuously approved by the UNL IRB since 2011.  A waiver of informed consent 
was provided given the archival nature of the study and minimal risk to participants.  
Information in the archival SPSS database is gathered on a regular basis from clinical 
records of Early Head Start services that are kept in accordance with the Head Start 
Program Performance Standards regarding record keeping requirements (U.S. DHHS, 
2016a).  All participants were assigned a unique identifying number; no identifying 
information was included in the SPSS database.  The Project Director maintained the 
archival database throughout the project period.   
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To extract juvenile court records, a research assistant was trained to search the 
Nebraska Justice database for records that match the names of participants included on 
the list from the archival database and used date of birth to verify that records were those 
of the participants.  This research assistant did not participate in any other data extraction.  
Prior to completion of juvenile court record extraction, the research assistant left the 
project.  The Project Director completed the remaining Justice database search.  Presence 
of juvenile court records were entered into a separate IBM SPSS database and later 
merged by the Project Director. 
 Qualitative component.  The qualitative interview was developed by the Project 
Director for use in this study.  A team of doctoral students in clinical psychology 
carefully reviewed the interview script and gave feedback in order to ensure clarity.  The 
Project Director piloted the interview with three staff members employed by the same 
agency who served a part-day center-based Head Start program, and thus had experience 
with a similar population.  Minor changes were made following the pilot interviews.  
Three central questions guided the final interview, focusing on how home visitors 
understand and conceptualize maltreatment, factors that lead home visitors to have 
concern for the families with whom they work, and how they work with families they 
have identified as at-risk (see Appendix A).  Interviews used open-ended questioning 
followed by probes to generate conversation, as recommended by Creswell & Plano 
Clark (2011b).  Participants were also asked to read three vignettes (see Appendix A) and 
respond to open-ended questions about components of the vignette that are a concern and 
how they would work with the family.  Vignettes were counter-balanced based on 
ethnicity (i.e., European-American, Hispanic, Middle-Eastern), creating six sets of 
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vignettes.   
All home visitors and supervisors employed during the three-month recruitment 
period were recruited for participation in the qualitative interviews.  This three-month 
period occurred within the overall study period in which quantitative data were extracted. 
Semi-structured interviews focusing on the understanding and identification of risk for 
maltreatment were conducted with 14 home visitors and supervisors.  The decision was 
made to include supervisors in this study in order to increase the number of participants 
and because each supervisor had previously been a home visitor.  A graduate student 
member of the project staff with basic training and experience in interviewing and 
information gathering techniques who had not previously worked with the home visitors 
or supervisors conducted the interviews.  Each interview lasted between 45 minutes and 
one hour and was conducted in a private space at Community Action Partnership.  At the 
completion of the interview, participants received $25 in reimbursement for their time.  
Interviews were audio recorded with the permission of the participant and transcribed by 
staff at UNL’s Bureau of Sociological Research.  Interviews were transcribed into 
Microsoft Word documents and uploaded into Dedoose, the qualitative data software that 
was used for data analyses.  All identifying information was redacted during the 
transcription process. 
 Mixed methods component.  Following coding and analysis of the qualitative 
component (described in the following section), additional variables identified by home 
visitors and supervisors were extracted from the records and added to the archival 
database by the Project Director.  All subsequent analyses were conducted using this 
complete database.  
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Data Analyses 
 The data analyses for the current study included both quantitative and qualitative 
methodologies.  Multiple data sources were combined to test the proposed hypotheses for 
the study’s four Primary Aims.  Analysis of quantitative and qualitative data was 
consistent with a sequential design, in which initial data collection is used to inform 
subsequent data collection of a different methodology (Creswell et al., 2011a).  
Evaluation of Primary Aims 1, 3, and 4 relied heavily on three categories of variables 
drawn from the established archival database and from juvenile court records in the 
Justice database: (a) presence of risk for maltreatment at each level of the developmental-
ecological model (Table 2), (b) Early Head Start Program Services (Table 3), and (c) 
Nebraska Justice records.  
 Logistic regression models were used to statistically test the research hypotheses 
for Primary Aim 1, 2b, and 3.  The analyses were based on secondary data with a fixed 
sample size (N ≈ 600), so a sensitivity analysis was performed using G*Power Version 
3.1 to determine the smallest effect detectable with 80% power given the sample size and 
a two-tailed test with α set at .05.  Results indicated that the analyses would be able to 
detect a small- to medium-sized effect (OR = 2.52) with 80% power, suggesting adequate 
sensitivity.  Receiver operating characteristic (ROC) curve analysis was used to evaluate 
and compare the predictive accuracy of final logistic regression models identified in 
Primary Aims 1, 2b, and 3.  Negative binomial regression models were used to 
statistically test the research hypotheses for Primary Aim 4.  A sensitivity analysis 
indicated that the analyses would be able to detect a relative rate of 1.20 (20% increase in 
service referrals or services utilized) with 80% power.  SPSS Version 22 was used to 
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perform all quantitative analyses in the study. 
 Analyses for Primary Aim 2a were conducted using Dedoose, a qualitative data 
analysis tool that employs a web-based interface for efficient data coding and database 
searching retrieval.  Dedoose incorporates the identification and exploration of coding 
patterns in qualitative data to be automated via program-generated tables and user-
defined output.  The Project Director reviewed all interviews and conducted a content 
analysis using the process described by Miles and Huberman (1994).  First, data 
reduction was performed; the data were coded into small, meaningful units of analysis 
and operationalized in an iterative fashion.  Data display was then used to review coded 
text segments and identify themes and patterns prior to drawing overall conclusions.  
Important quotes related to the primary interview questions were identified throughout 
the coding process.  A graduate research assistant was then trained to code interviews in 
Dedoose using the identified coding scheme.  Five interviews (38%) were randomly 
selected to be independently coded by the research assistant.  Reliability across codes 
ranged from 77 to 100%.  Codes with reliability below 90% were reviewed to reach 
consensus.  All interviews were re-coded by the Project Director using the modified 
coding scheme. 
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Chapter 3: Results 
Occurrence of Child Maltreatment  
Occurrence of child maltreatment was measured in the following ways: (a) 
presence of a juvenile court record for the target child; (b) presence of a juvenile court 
record for another sibling in the family; and (c) report made to the CPS hotline by Early 
Head Start program staff.  The outcome variable of substantiated maltreatment is distinct 
from the risk factor of prior maltreatment (see Table 2). 
In the full sample, a juvenile court record existed for the target child in 91 
(12.2%) of cases.  Of those cases, 39 (5.2%) of the juvenile court records occurred after 
participation in Early Head Start has concluded.  An additional 26 children (3.5%) had a 
record for another juvenile family member subsequent to Early Head Start participation.  
Early Head Start staff made a report to the CPS hotline regarding 32 (4.3%) children in 
the full sample.   
In the subsample, a juvenile court record existed for the target child in 60 (11.5%) 
of cases.  Of those cases, 26 (5.0%) of the juvenile court records occurred after 
participation in Early Head Start has concluded.  An additional 18 children (3.4%) had a 
record for another juvenile family member subsequent to Early Head Start participation.  
Early Head Start staff made a report to the CPS hotline regarding 21 (4.0%) children. 
The primary outcome variable of court-substantiated maltreatment utilized in 
subsequent analyses was comprised of presence of a maltreatment record for the target 
child OR presence of a maltreatment record for another sibling in the family subsequent 
to the target child’s birth.  This reflects the notion that substantiated maltreatment within 
a family affects all members of the family unit, even if the target child was not explicitly 
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listed in the report.  In the full sample, 117 children (15.7%) experienced a court-
substantiated instance of maltreatment subsequent to the birth of the target child.  Of the 
522 families in the reduced sample, 78 (14.9%) experienced a court-substantiated 
instance of maltreatment.   
Primary Aim 1  
Identify the presence of evidence-based risk factors for maltreatment in 
Early Head Start families, and the relationship between those risk factors and 
family maltreatment status (i.e., court substantiated maltreatment).  It was expected 
that multiple child, parent, interactional, and broader social/environmental risk factors 
would be present among EHS families.  Seventeen risk factors were extracted from the 
database across the four levels.  Due to the frequency of missing data, three variables 
were removed from the interactional and social/environmental levels.  Fourteen variables 
across the four levels were included in the final evidence-based model.  It was also 
expected that significant relationships would exist between the presence and number of 
risk factors and maltreatment status.  Univariate and bivariate analyses were conducted to 
better understand the frequency of evidence-based risk factors in this sample (Table 4).  
Results indicate significant relationships between court-substantiated maltreatment and 
variables at the caregiver and interactional levels.  At the caregiver level, mental health 
concerns and substance abuse concerns were significantly associated with a maltreatment 
record.  At the interactional level, IPV concerns, housing concerns, prior maltreatment, 
and inappropriate developmental expectations were significantly associated with a 
maltreatment record.  Intercorrelations between each variable can be seen in Table 5.   
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Table 4 
Evidence-Based Risk Factors and Phi Correlation with Court-Substantiated 
Maltreatment 
 n (%) % missing r 
Child Level    
Behavior problems 114 (21.8%) 32 (6.1%) .079 
Pregnancy risk 298 (57.1%) 1 (0.2%) .048 
Developmental disability 146 (28.0%) 1 (0.2%) .014 
Caregiver Level    
Less than high school degree 190 (36.4%) 0  .007 
Teen parent 32 (6.1%) 2 (0.4%) .027 
Unemployed 303 (58.0%) 5 (1.0%) -.084 
Mental health concerns 166 (31.8%) 6 (1.1%) .149** 
Substance abuse concerns 27 (5.2%) 36 (6.9%) .107* 
Interactional Level    
Intimate partner violence concerns 101 (19.3%) 9 (1.7%) .281** 
Housing concerns 82 (15.7%) 25 (4.8%) .149** 
Prior maltreatment or CPS involvement 74 (14.2%) 5 (1.0%) .248** 
Prior mental health treatment a 41 (7.9%) 228 (43.7%) .105 
Inappropriate developmental 
expectations a 
2 (0.4%) 189 (36.2%) .187** 
Close birth spacing 81 (15.5%) 0 .058 
Social/Environmental Level    
Limited household resources 361 (69.2%) 1 (0.2%) .081 
TANF recipient 92 (17.6%) 31 (5.9%) .031 
Limited social support a 28 (5.4%) 465 (89.1%) .120 
*p < .05, **p < .01, a omitted from the regression model  
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To identify risk factors that predict maltreatment, a series of logistic regression 
models were estimated.  The outcome variable of court-substantiated maltreatment was 
coded 1 if there were court-substantiated instances of maltreatment and 0 if there were 
not.  The models in each corresponding aim included a total of 401 cases, after 
accounting for listwise deletion.  Of these cases, 56 were “actual” maltreatment cases as 
defined by a court-substantiated maltreatment report.  For this subsample of 401 cases, 
51.1% were male, 47.6% were white, and English was the primary language for 56.6%. 
Primary caregivers were 97% female, 53.6% white, 56.6% speak English as the primary 
language, and 37.7% had less than a high school degree. 
 Table 6 provides estimated regression coefficients, standard errors, p-values, and 
odds ratios for the predictors in the logistic regression.  As shown, IPV risk (!" = 4.337, 
p < .001) and prior maltreatment or CPS involvement (!" = 2.735, p = .01) each 
contributed significantly to the model, while holding all other variables constant.  
Specifically, families with intimate partner violence were 4.337 times as likely to have a 
court-substantiated instance of child maltreatment, and families with prior maltreatment 
or CPS involvement were 2.735 times as likely to have a court-substantiated instance of 
maltreatment. 
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Table 6 
Summary of Logistic Regression Analysis for Evidence-Based Risk Factors Predicting 
Court-Substantiated Maltreatment.  
Predictors ! !"(!) !! 
Child Level 
   Behavior problems .489 .350 1.630 
Pregnancy risk .467 .352 1.596 
Developmental disability -.174 .380 .840 
Caregiver Level    
Less than high school degree .300 .348 1.349 
Teen parent -.994 .829 .370 
Unemployed -.392 .335 .676 
Mental health concerns .210 .356 1.233 
Substance abuse concerns -.171 .620 .843 
Interactional Level    
Intimate partner violence concerns 1.467** .356 4.337 
Housing concerns .596 .373 1.815 
Prior maltreatment or CPS involvement 1.006* .407 2.735 
Close birth spacing .286 .393 1.332 
Social/Environmental Level    
Limited household resources .395 .389 1.485 
TANF recipient .387 .382 1.473 
Constant -3.360   
χ2 51.00 
df 14 
% maltreated 14.0% 
Note: eB = exponentiated B.  
*p < .05, **p < .01 
 
Primary Aim 2a  
Identify factors Early Head Start home visitors use to determine risk for 
maltreatment.  It was expected that Early Head Start home visitors would have varying 
conceptual understandings and descriptions of risk for maltreatment.  It was expected that 
Early Head Start home visitors would identify risk factors that are consistent with the 
literature (e.g., parental depression, substance use) and those that vary from the literature 
(e.g., missed well-child visits, canceled or missed home visits).  It was expected that 
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Early Head Start home visitors would have varying responses to identified risk (e.g., 
report to the Child Abuse and Neglect Hotline, service referral).  
Primary Aim 2a involved qualitative analysis of interview data focusing on the 
following three questions: (a) What do you consider maltreatment of children?; (b) 
Warning signs or red flags are characteristics that make children and families more 
likely to experience maltreatment. Based on your experience working with families, what 
are warning signs or red flags for maltreatment?; and (c) How do you work with families 
when you have identified warning signs for maltreatment?  Data were analyzed and 
themes were identified separately by central question.  Results of each central question 
are presented below.    
What do you consider maltreatment of children?  Home visitors were provided 
an opportunity to identify types of maltreatment; specific maltreatment types identified 
by home visitors were then probed for further detail.  All home visitors identified at least 
one form of maltreatment.  Ten home visitors (71.4%) specifically identified Physical 
Abuse as a type of maltreatment.  Within this category, eight home visitors (57.1%) 
described hitting a child.  Four home visitors (28.6%) referenced spanking as a potential 
form of physical abuse.  Eight home visitors (57.1%) specifically identified Neglect as a 
type of maltreatment.  When prompted further, 12 home visitors (85.7%) described a 
failure to provide basic needs for a child as a type of maltreatment.  Seven home visitors 
(50%) identified Emotional Abuse as a type of maltreatment.  Within this category, six 
home visitors (42.9%) described a lack of attention or engagement from a caregiver.  
Seven home visitors (50%) identified Sexual Abuse as a type of maltreatment.  When 
asked to define sexual abuse, each of these seven home visitors described inappropriate 
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touching involving a child.  Finally, six home visitors (42.9%) identified Exposure to 
Domestic Violence as a type of maltreatment.  Within this category, three home visitors 
(21.4%) included the failure to protect a child from exposure to violence. 
Home visitors were also asked to discuss how they identify maltreatment when it 
is occurring.  Many participants identified observable behaviors or characteristics such as 
physical injuries or housing conditions to identify abuse and neglect as it is occurring.  
However, home visitors also reported that they watch and interpret how the child and 
caregiver interact to determine when they should be concerned about maltreatment.  One 
home visitor described: 
At this point the kids don’t necessarily say anything because they’re so little but if 
the child said something, sometimes the parents tell you…sometime you can tell 
just by seeing how the parents act when you’re there.  Like watching how they 
treat the kids. 
Similarly, another home visitor explained: 
 I think by the way they act in front of you or by the way the kids will act because 
sometimes the kids try to say something or do something and he looked at his 
mom like he need authority, feel like something is wrong there for the kids.  
What are red flags or warning signs for maltreatment?  Home visitors 
identified a number of red flags across child, parent, family, and environmental levels 
that indicate that maltreatment may be likely to occur in the future.  Participants 
identified a total of 86 risk factors (Table 7).  Of those, 37 risk factors were measurable 
using available data sources (Table 8).  Some variables were subsumed under broader 
categories of variables (e.g., physical health concerns).  
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Table 7  
Home Visitor Identified Risk Factors  
Child Level  
Academic problems 
Bullying  
Getting in trouble 
Behavior problems 
ADHD 
Active/hyperactive 
Defiant 
Inappropriate language 
Tantrums 
Aggressive behaviors 
Biting 
Hitting 
Throwing things 
Yelling 
Behaviors 
Child appears nervous/shuts down 
Child cries frequently 
Child needs attention from caregiver 
Child is quiet 
Challenging developmental stages 
Teenagers 
Toddlers 
Developmental disability 
Autism 
Language delay 
Gross motor delay 
Physical appearance 
Physical injuries 
Poor hygiene 
Physical health problems 
Colic 
Frequent illness 
Poor nutrition 
Change in appearance/behavior 
Mental health problems 
Caregiver Level 
Employment issues 
Caregiver works night shift 
Caregiver works two jobs 
Unemployment 
Caregiver mental health problems 
Depression 
Postpartum depression 
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Caregiver stress 
Caregiver is overwhelmed 
Physical appearance 
Poor hygiene 
Unclean home 
Poor coping strategies 
Caregiver does not seek help 
Stressful life events 
Bereavement 
Divorce/separation 
Job loss 
Loss of transportation 
Miscarriage 
Pregnancy 
Caregiver history of abuse 
Caregiver is guarded 
Caregiver learning history 
Caregiver physical health problems 
Caregiver substance use problems 
Exposure to violence 
First time caregiver 
Low educational attainment 
Poor nutrition 
Short temper 
Single parenthood 
Young parenthood 
Interactional Factors 
Caregiver expectations for child behavior 
Caregiver is not attentive/engaged 
Father is not involved 
Caregiver response to child behavior 
Caregiver is overprotective 
Lack of knowledge about parenting 
Disability in other family member 
Family disorganization 
Family inactivity 
Household size 
Blended family 
Unrelated adult involvement 
Close birth spacing 
Mismatch between child and caregiver 
Missed appointments 
Parental conflict 
Poor family communication 
Lack of love/respect 
Prior abuse 
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Social/Environmental Level 
Dangerous neighborhoods 
High crime rates 
Housing issues 
Cheap housing 
Cultural/immigration issues 
Cultural norms 
Isolation 
Language barrier 
Unaware of local resources 
War/unrest in country of origin 
Lack of social support 
Limited resources 
Poor school systems 
Lack of disability services 
Poverty/low-income 
Insurance issues 
Loss of food stamps 
Overdue bills 
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Table 8  
Home Visitor Risk Factors and Items Used to Assess Risk Factors 
Home Visitor Risk Factors Measurement Tools and Items Used to Assess Risk Factors  
Child Level  
Behavior problems Primary caregiver indicates a behavior problem 
occurring Often or Almost Always on BESS or 
BESS-R OR Primary caregiver indicates temper 
tantrums occurring Often or Almost Always on 
BESS or BESS-R OR Primary caregiver 
indicates defiance occurring Often or Almost 
Always on BESS or BESS-R OR Referral for 
child mental health servicesb 
 
Developmental disability Child has a diagnosed disabilitya OR An area of 
concern has been identified by the primary 
caregivera OR Child has a language delaya OR 
Child has a gross motor delaya 
 
Child physical health problems Child has a chronic conditiona OR Child has 
anemiaa OR Child has asthmaa OR Child has 
hearing difficultiesa OR Child has vision 
difficultiesa OR Child has high lead levelsa OR 
Child has diabetesa 
 
Toddler Child is between the ages of 12-36 months at 
enrollmenta 
Caregiver Level  
Less than high school degree Primary caregiver’s educational attainment is 
less than high schoola OR Educational needs 
identifieda 
 
Teen parent Primary caregiver was a teen parenta 
 
Unemployed Primary caregiver is unemployeda OR 
Employment needs identifieda 
 
Mental health concerns Primary caregiver CES-D score of 16 or above 
OR Primary caregiver endorses current mental 
health problems on BESS or BESS-R OR 
Referral for adult mental health servicesb 
 
Substance abuse concerns Primary caregiver endorses substance abuse 
concerns on BESS or BESS-R OR Current or 
prior substance abuse identifieda  
 
Recent bereavement Death in the immediate family or household in 
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the two years prior to enrollmenta 
 
Recent divorce/separation Divorce or separation in the immediate family 
in the two years prior to enrollmenta 
 
Caregiver physical health problems Primary caregiver has a chronic conditiona 
 
First-time caregiver Child is the oldest child of the primary 
caregivera 
 
Single caregiver Primary caregiver identified as sole caregivera 
Interactional Level  
Intimate partner violence concerns Primary caregiver endorses intimate partner 
violence on BESS or BESS-R OR Caregiver 
has experienced a violent crimea OR Need for 
Emergency Domestic Violence services 
identifieda 
 
Housing concerns Family identified as currently or previously 
homelessa 
 
Prior maltreatment or CPS 
involvement 
Program record of CPS reporta OR Primary 
caregiver endorses prior involvement with CPS 
on BESS or BESS-R OR Primary caregiver 
endorses previous child abuse or neglect on 
BESS or BESS-R 
 
Parent/child interaction concerns Home visitor indicates inappropriate 
developmental expectations occurring Often or 
Almost Always on BESS or BESS-R OR 
Primary caregiver identified as attentive to their 
child’s cries and signals occurring Rarely or 
Sometimes on BESS or BESS-R OR Primary 
caregiver identified as needing Immediate 
Support or Significant Support in positive 
disciplinea 
 
Poor household routines Primary caregiver identified as needing 
Immediate Support or Significant Support in 
household routinesa 
 
Household size Number of individuals living in the homea 
 
Close birth spacing Another child born into the family 18 months 
prior to or after the target childa 
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Missed EHS home visits Percentage of missed home visits compared to 
total home visitsa 
Social/Environmental Level  
Limited household resources Family identifies difficulty meeting basic 
needsa OR Family identifies a lack of basic 
household resourcesa 
 
Limited social support Primary caregiver identified difficulty with 
social support systema OR Caregiver identifies 
having relationships with people who can 
provide supporta OR Caregiver identifies 
having community contacts for assistancea 
 
Personal crime Index score (m = 100) representing the 
combined risks of rape, murder, assault, and 
robbery by zip codec 
 
Property crime Index score (m = 100) representing the 
combined risks of burglary, larceny, and motor 
vehicle theftc 
 
Recent immigration Family new to the United States in the three 
years prior to enrollmenta 
 
Lack of language proficiency Primary caregiver’s English proficiency is None 
or Somea 
 
Poverty Family income was below 100% of federal 
poverty guidelinesa OR Family was on public 
assistancea OR Family was eligible for EHS due 
to homelessnessa 
 
Lack of medical coverage for child Child not enrolled in medical coveragea 
 
SNAP recipient Family receives SNAPa  
a Extracted from ChildPlus  
b Extracted from Mental Health Records 
c Extracted from moving.com city comparison reports. Rates are created using a variety 
of sources including U.S. Census Bureau estimates and projections for city-level 
populations and Federal Bureau of Investigation, local police departments and 
municipalities for crime information 
 
 
At the child level, home visitors identified a variety of child behaviors and 
characteristics.  Many home visitors described how physical and mental health challenges 
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may lead to increased risk for abuse or neglect.  For example, one participant noted 
“Probably children who act out, children who have, like autism or ADD/ADHD, any 
other physical or mental health issues. Children who have colic because parents can get 
frustrated pretty easily when they cry a lot.”  Another home visitor identified child 
behavior problems as a risk factor and explained why it might lead to maltreatment: 
The defiant behavior, the kids that always say ‘no’ back to the parents, the ones 
that don’t listen…Just kids that don’t listen to you or follow your directions.  Just 
typical behavior of tantrums and not understanding how to take care of their 
tantrums, or to redirect or guide them to different activities.   
At the caregiver level, home visitors identified being unmarried or divorced, 
substance use problems, and parent’s own learning history as risk factors for 
maltreatment.  For example, one home visitor stated, “I suppose if you know the 
background of the parent, how they were raised…that could be how they possibly raise 
their own children because they don’t know any better.”  A primary theme emerged 
regarding stressful life events (e.g., job loss, miscarriage, bereavement) as a risk factor.  
One home visitor described concerns related to coping with stressful life events: 
High stress levels. I think that really triggers the emotional response of like that 
breaking point of when it’s gonna happen, and unfortunately all our families have 
high stress…so that’s a big one. And on top of that, like I said the new 
relationships, break ups, things like that…different jobs, loss of a job where they 
would be more stressful, overdue bills, anything that can trigger that response of 
not handling it in the appropriate way or the best way for the child. 
Another participant noted, “It could be how well they handle stress, how do they deal 
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with stressful situations, are they able to walk away from something or are they just kind 
of let all that energy exert out onto the child.” 
At the interactional level, home visitors identified family interaction and 
communication as a risk factor.  One home visitor described, “If you have a family 
perhaps with poor communication styles, where you are not able to share your feelings or 
say how you’re feeling or have somebody listening to you.  I would say – your family 
time together.”  Another participant described the parent/child relationship, explaining 
“…the lack of just emotion of responding to their children.  That’s a huge concern on the 
neglect side I should say and the lack of bonding…the lack of interest in sharing about 
kinda milestones in their child’s development.”  The majority of home visitors identified 
the relationship between caregivers as a risk factor for maltreatment.  The following 
quote from a home visitor is illustrative of how participants saw caregiver relationship 
stress or conflict as increasing risk: 
I think just the relationship factor between parents, looking at how they interact 
with each other.  Maybe they have different parenting styles that could be stress 
for each other.  If one parent does stuff one way and another parent does it 
another way, that would be stressful within a relationship. 
Finally, at the social/environmental level, home visitors identified factors related 
to access to resources, including homelessness, poor school systems, and other challenges 
associated with low-income families (e.g., food stamps).  An interesting finding was a 
common concern among home visitors surrounding issues of culture or immigration.  
Some home visitors identified that war or unrest in the country of origin would lead to 
increased parental stress, while others identified practical concerns about language 
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barriers and isolation from family.  One home visitor illustrated these concerns:  
People that come from different countries because it’s hard when you move from 
your own place to a different country and you get very sad and you’re homesick 
and I saw people that got very depressed and they were crying all day and they 
didn’t care about their kids, and sometimes they said ‘Oh I came here because I 
want a better life for my children, but look where we are and we are alone.’   
Another participant described concerns that lack of knowledge about cultural values may 
increase risk, stating “You have to understand the place you live, you have to understand 
the people, the culture, the way people live.” 
Overall, no child factors were identified by more than half of home visitors.  The 
most commonly identified risk factors reflected the role of the parent (n = 10), including 
parental stress, parental mental health problems, and violence in the home.  One home 
visitor noted: 
I just think stress is a huge thing that leads to that and just what’s going on in the 
family and how everybody’s interacting…mom, dad, relationship or that kind of 
thing can definitely…I mean if they’re not getting along it might be taken out on 
the kids.   
Another home visitor stated: 
If you know one parent’s dealing with depression, that might be, like, 
unintentional neglect to the children just because…if they’re depressed, they’re 
not gonna be meeting the needs of the kids to be up and aware of what they need 
if they can’t take care of themselves.   
Some home visitors also described the process by which these risk factors may lead to 
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maltreatment in the future among Early Head Start families that face multiple life 
stressors.  The following quote illustrates this mechanism: 
 I think parents focus on, it’s a fight or flight mode.  They focus on what they need 
right now and a lot of times education and the ways to…care for your child isn’t 
the priority on the list…I mean they wanna get food on the table, they want the 
big things first of…living, the needs, so I think that goes, they focus on that and 
then the children are kind of back a bit.  
In addition, lack of financial resources (n = 12) and the quality of the neighborhood (n = 
12) were commonly identified as risk factors, often in combination.  To illustrate this, 
one participant explained:  
Livin’ in a bad neighborhood and living in a very poor neighborhood…that 
sounds kind of like discrimination, but a lot of negative things happen in poor 
neighborhoods because they don’t know any better and don’t have the resources 
to make it better. 
Yet another home visitor echoed this concern, describing: 
If they live in a more low-income neighborhood with higher crime rates or more 
violence.  They go to a bad school, if they have a lot of crime that’s happening 
around them, basically just living in a bad neighborhood that doesn’t have a lot of 
money or resources. 
How do you work with families when you have identified warning signs for 
maltreatment?  Eleven home visitors (78.5%) reported that they typically discuss risk 
for maltreatment with families while three home visitors (21.4%) reported that they do 
not communicate with families about concerns.  Home visitors reported that their 
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decision to discuss concerns was based on their understanding of families and their likely 
reactions, particularly when they felt they had a good relationship.  For example, “If it’s a 
family I’ve just had for four weeks, I sometimes don’t think it’s the right time to bring it 
up because it can really cause a bad relationship between me and them that might not get 
better.”   
For many home visitors, communicating with families about identified concerns 
is a primary function of their job.  However, it was difficult for participants to distinguish 
between conversations about risk factors and conversations about incidents of 
maltreatment.  This is illustrated by the following quote: 
I’m in that home for a reason, not just to come play and have a great time, we 
wanna change their lives and let them know there’s maybe a better way to handle 
things or there’s just another option for them because again, we’re mandatory 
reporters and we make that very clear from the get-go and I would do reminders 
like throughout the year and just be like, ‘Hey, don’t want you to forget, this is 
what I’ve gotta do,’ and in my head I’m like, ‘If I can get in there and be a little 
preventive of anything, then great cause I don’t wanna call CPS and totally 
change the lives of a family.’  If we can nip it while it’s small or while I think it’s 
small, then great cause I don’t wanna go to the extreme of waiting and waiting 
until the explosion of a call needs to happen. 
Related to why home visitors may not discuss risk for maltreatment with families, 
two themes emerged: home visitor discomfort and potential consequences within 
families.  Participants reported concerns about how conversations about risk would be 
interpreted by families, with many identifying worries about being unintentionally 
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insulting or blaming.  For example, “You don’t want to insult any, you have to be careful 
of choosing the discussion that you want to have and not insulting them.”   
Many participants expressed worry that bringing up concerns would cause risk to 
worsen, or would cause the family to shut down and cease talking to the home visitor or 
even participating in the program.  One home visitor described, “Like if no matter how 
you tried to do it, if it was gonna come off really bad and then something might happen 
because you brought it up.”  Another home visitor noted, “You wanna share the 
information, but you don’t want them to not open their door the next, or drop the 
program.”   
When home visitors did decide to discuss concerns with enrolled families, they 
tended to approach the conversations broadly.  This is illustrated by one participant, who 
explained “I’ve made comments, like not directly, but kind of talked about it in a broader 
term of this is good for children everywhere.  It’s not so much focused on ‘your children 
need this.’”  Home visitors were also likely to engage in broad discussion along with the 
provision of resources or education.  Another home visitor described: 
I would definitely bring out some parent education.  I wouldn’t necessarily, I’d 
make it broad and say, ‘I’m just sharing this with my families’ and not target them 
specifically but just kind of talk about like different ways of discipline like instead 
of spanking, do this or talk about positive reinforcement, give them resources of 
places that can help if there’s a specific thing that they’re having an issue with. 
Home visitors also reported connecting families to available resources designed to 
ameliorate the area of concern.  For example, one participant explained that they “…give 
some resources that can help if there’s a specific thing that they’re having an issue with 
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such as housing or they need food or lack of clothes or parental counseling or just sharing 
resources with them.”  Another home visitor stated, “I try to bring some resources, good 
resources about child neglect and abuse and what are the results lead for this family and 
what’s going on to happen and give her how to avoid this to happen.”  The importance of 
connecting families to resources is illustrated in the following quote: 
We build up these mechanisms, those support systems, I mean, it comes down to 
that.  Because I’m only gonna be in their life for a short period of time, so I need 
them to find an outside resource, besides me, I’m nice, but I need them also to 
find the community resources. 
Every home visitor reported that they would discuss concerns about families with 
their supervisors and half stated that they would discuss concerns with other home 
visitors.  The most common reason for not discussing concerns with other home visitors 
were beliefs about confidentiality and family privacy.  For example, one home visitor 
described:  
You don’t want to give away that kinda thing about your family when you know 
they’re gonna see them at playgroup or something and they’ll be like ‘Oh that’s 
the family that has that going on.’ And it’s all confidential but they might kinda 
pick up on who you’re talking about.   
This confusion about confidentiality was echoed by other home visitors.  One explained 
that there is “fear of confidentiality about working with their families that – not sharing 
that information with others is what they’re supposed to do.”  However, another home 
visitor appeared to understand that consultation could occur within the bounds of 
confidentiality.  She elaborated: 
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I know it has to be confidential, but if I can give them an idea of what’s going on, 
see if, you know, those that have been here longer have experienced that and I can 
see what they did to address those issues with their previous families. 
Home visitors also identified training needs related to working with families when 
they have identified concerns.  For example, one participant suggested, “Just attending 
more trainings about specifically what to do in certain situations.  Maybe having a list of 
warning signs where we can see them and know, um, yeah, just trainings and lists.”  
Another home visitor described the need for training on initiating those conversations:  
I think a little bit more training on speaking to families initially, because I think it 
is a very intimidating topic to talk about with families…how do you bring that up 
to a parent, how do you say, ‘Oh, excuse me but I have a concern right now and 
this is what it is.’ 
Participants also noted that this training should occur more frequently in order to become 
more comfortable with these topics.  This is illustrated by the following quote: 
It’s that continuous training…I feel like we need to do more training or as family 
educators, just…even DHHS, like I heard there was a training maybe a month ago 
or so for CPS talking about what are typical calls they get, what are signs, what 
are things that would make you call, and I think to have kinda those examples of 
what it is we’re looking for, cause again, if maybe your background that you grew 
up with, you were in not a very good home and so it might seem normal, but what 
does, everybody’s standard is different, so it’s kinda like let’s get on the same 
page. I know you can’t have a book that has everything laid out for you, but I 
think the more we talk about it and the more trainings you attend, the better idea, 
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you know what to look for and the way things could be looking. 
Vignettes.  Exploratory, descriptive analyses were conducted with the vignettes 
(Table 9).  The first vignette included 10 risk factors: teen parent, single parent, 
unemployment, financial difficulties, presence of an unrelated male in the home, presence 
of drug paraphernalia, missed home visits, concerns about a current pregnancy, history of 
premature delivery, and child having difficulty gaining weight.  Home visitors identified 
between six and 10 risk factors; on average, participants identified 7.5 risk factors.  Three 
risk factors – unemployment, presence of drug paraphernalia, and concerns about a 
current pregnancy – were identified by all 14 home visitors.  Fewer than half of the 
participants identified being a teen parent, a single parent, or a child having difficulty 
gaining weight as concerning. 
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Table 9 
Frequency of Vignette Risk Factors Identified by Home Visitors 
 n (%) 
Vignette 1  
Teen parent 5 (35.7%) 
Single parent 5 (35.7%) 
Unemployment 14 (100%) 
Financial difficulties 12 (85.7%) 
Presence of an unrelated male in the home 12 (85.7%) 
Presence of drug paraphernalia 14 (100%) 
Missed home visits 12 (85.7%) 
Concerns about current pregnancy 14 (100%) 
History premature delivery 10 (71.4%) 
Child having difficulty gaining weight 7 (50.0%) 
Vignette 2  
Feeding disorder 11 (78.5%) 
Use of a gastronomy tube 8 (57.1%) 
Picky eaters 10 (71.4%) 
Parental conflict 14 (100%) 
Parental substance use 14 (100%) 
Employment problems 11 (78.5%) 
Caregiver acting guarded about safety 11 (78.5%) 
Caregiver “seeming down” 5 (35.7%) 
History of parental conflict and substance use 7 (50.0%) 
Limited social support 12 (85.7%) 
Caregiver does not initiate conversation about 
concerns 
7 (50.0%) 
Vignette 3  
Large family size 6 (42.9%) 
Part-time employment 9 (64.3%) 
Low educational attainment 9 (64.3%) 
Parental stress 13 (92.9%) 
Child behavior problems 13 (92.9%) 
Household safety concerns 5 (35.7%) 
Difficulty with bedtime 9 (64.3%) 
Inappropriate developmental expectations 10 (71.4%) 
Parental disengagement/poor monitoring 8 (57.1%) 
 
The second vignette included 11 risk factors: feeding disorder, use of a 
gastronomy tube (G-tube), picky eaters, parental conflict, parental substance use, 
employment problems, caregiver acting guarded about safety, caregiver “seeming down,” 
history of parental conflict and substance use, limited social support, and caregiver does 
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not initiate conversation about concerns.  Home visitors identified between five and 11 
risk factors; on average, participants identified 7.9 risk factors.  Parental conflict was the 
only risk factor identified by all 14 home visitors.  Three risk factors – caregiver 
“seeming down,” history of parental conflict and substance use, and caregiver not 
initiating conversations about concerns – were identified by fewer than half of the 
participants.   
The third vignette included nine risk factors: large family size, part-time 
employment, low educational attainment, parental stress, child behavior problems, 
household safety concerns, difficulty with bedtime, inappropriate developmental 
expectations, and parental disengagement/poor monitoring.  Home visitors identified 
between three and nine risk factors; on average, participants identified 5.85 risk factors.  
No risk factors were identified by all 14 home visitors.  Having a large family size and 
household safety concerns were identified by fewer than half of all participants.  
Primary Aim 2b 
Identify the relationship between risk factors indicated by Early Head Start 
home visitors and family maltreatment status.  It was expected that significant 
relationships would exist between the risk factors identified by Early Head Start home 
visitors and court-substantiated maltreatment reports.  Thirty-seven variables identified 
by home visitors were measurable using existing data sources and were extracted from 
the database across the four levels.  Univariate and bivariate analyses were conducted to 
better understand the frequency of evidence-based risk factors in this sample (Table 10).  
Results indicate significant relationships between court-substantiated maltreatment and 
variables at the caregiver and interactional levels.  At the caregiver level, mental health 
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concerns, substance abuse concerns, and being a single parent were significantly 
associated with court-substantiated maltreatment.  At the interactional level, IPV 
concerns, recent divorce or separation, a chronic physical health or emotional condition 
of another family member, housing concerns, prior maltreatment or CPS involvement, 
and percentage of missed home visits were significantly positively correlated with court-
substantiated maltreatment.  Intercorrelations are provided for variables at the child level 
(Table 11), caregiver level (Table 12), interactional level (Table 13), and 
social/environmental level (Table 14).  
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Table 10 
Home Visitor Risk Factors and Phi Correlation with Court-Substantiated Maltreatment 
 n (%) % missing M (SD) r 
Child Level     
Behavior problems 114 (21.8%) 32 (6.1%)  .079 
Chronic physical health or emotional 
condition 
143 (27.4%) 3 (0.6%)  .103* 
Anemia a 7 (1.3%) 219 (42.0%)  -.008 
Asthma a 8 (1.5%) 218 (41.8%)  .093 
Hearing problems a 20 (3.8%) 215 (41.2%)  -.079 
Vision problems a 8 (1.5%) 221 (42.3%)  -.073 
High lead levels a 2 (0.4%) 221 (42.3%)  -.036 
Diabetes a 0  221 (42.3%)  -- 
HV disability concerns  191 (36.6%) 1 (0.2%)  .016 
Toddler (ages 1-3) 275 (52.7%) 2 (0.4%)  .051 
Caregiver Level     
Less than high school degree 190 (36.4%) 0  .007 
Teen parent 32 (6.1%) 2 (0.4%)  .027 
Unemployed 303 (58%) 5 (1.0%)  -.084 
Mental health concerns 166 (31.8%) 6 (1.1%)  .149** 
Substance abuse concerns 27 (5.2%) 36 (6.9%)  .107* 
First time caregiver 161 (30.8%) 0  -.047 
Single parent 220 (42.1%) 0  .197** 
Interactional Level     
Intimate partner violence concerns 101 (19.3%) 9 (1.7%)  .281** 
Recent divorce or separation a  81 (15.5%) 126 (24.1%)  .192** 
Recent bereavement 73 (14.0%) 2 (0.4%)  .047 
Chronic physical health or emotional 
condition of other family member 208 (39.8%) 25 (4.8%) 
 .166** 
Housing concerns 82 (15.7%) 25 (4.8%)  .149** 
Prior maltreatment or CPS involvement 74 (14.2%) 5 (1.0%)  .248** 
Household size  0 4.02 (1.58) -.010 
Parent/child interaction concerns a 27 (5.2%) 101 (19.3%)  .090 
Poor household routines a 24 (4.6%) 420 (80.5%)  -.010 
Close birth spacing (< 18 months) 81 (15.5%) 0  .058 
Missed EHS home visits (%)a 286 236 (45.2%) .22 (.17) .219** 
Social/Environmental Level     
Limited household resources 361 (69.2%) 1 (0.2%)  .081 
Recent immigration 80 (15.3%) 3 (0.6%)  -.075 
Lack of medical coverage for child 12 (2.3%) 2 (0.4%)  -.007 
Limited social support a 28 (5.4%) 465 (89.1%)  .120 
Limited language proficiency a 56 (10.7%) 132 (25.3%)  b 
SNAP recipient a 206 (39.5%) 195 (37.4%)  -.043 
Personal crime a  7 (1.3%) 71.06 
(22.86) 
-.009 
Property crime a  7 (1.3%) 123.58 
(57.50) .057 
Poverty  88 (17.0%)  c 
Below 100% federal guidelines 304 (58.2%)    
Public assistance 125 (23.9%)    
Homeless 65 (12.5%)    
*p < .05, **p < .01 
a omitted from the regression model 
b X2(3) = 11.729, p = .008 
c X2(5) = 39.374, p < .01 
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Table 11 
Intercorrelations between Home-Visitor Child Level Risk Factors 
  1 2 3 
1. Child behavior problems --   
2. Chronic physical health or 
emotional condition .191
** --  
3. HV disability concerns .166** .172** -- 
4. Toddler .280** .236** .231** 
*p < .05, **p < .01 
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Table 12 
Intercorrelations between Home-Visitor Caregiver Level Risk Factors 
  1 2 3 4 5 6 
1. Less than high school degree --      
2. Teen parent .123** --     
3. Unemployed .214** -.068 --    
4. Mental health concerns -.050 .063 -.005 --   
5. Substance abuse concerns -.051 -.020 .018 .175** --  
6. First time caregiver -.074 .211** -.027 -.007 .075 -- 
7. Single parent -.017 .090* -148** .186** .166** .203** 
*p < .05, **p < .01 
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Table 14 
Intercorrelations between Home-Visitor Social/Environmental Level Risk Factors 
  1 2 3 4 5 6 
1. Property crime --      
2. Personal crime .645** --     
3. Limited household resources .115** .096* --    
4. Recent immigration .032 .100
* .098* 
--   
5. Lack of medical coverage 
for child -.043 -.039 .010 .030 -- 
 
6. Limited social support .052 -.011 .108 -.261 
-
.136 
-- 
7. SNAP .064 .111* .144* .039 .043 .194 
*p < .05, **p < .01 
 
 
Due to the frequency of missing data, estimation problems evidenced by high SE 
values (e.g., lack of medical coverage, household size), or questions regarding the 
validity of the data collected (e.g., crime rates), seventeen variables were excluded from 
the final model, leaving twenty variables remaining for inclusion.  Table 14 provides 
estimated regression coefficients, standard errors, p-values, and odds ratios for the 
predictors in the logistic regression.  As shown, being a single parent (!" = 2.646, p = 
.007), IPV risk (!" = 3.052, p = .003), and prior maltreatment or CPS involvement (!" 
= 2.378, p = .042) each contributed significantly to the model, while holding all other 
variables constant.  Specifically, single parent families were 2.646 times as likely to have 
court-substantiated instances of child maltreatment, families with intimate partner 
violence were 3.052 times as likely to have a court-substantiated instance of child 
maltreatment, and families with prior maltreatment or CPS involvement were 2.378 times 
as likely to have a court-substantiated instance of maltreatment.    
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Table 15 
Summary of Logistic Regression Analysis for Home-Visitor Risk Factors Predicting 
Court-Substantiated Maltreatment  
Predictors ! !"(!) !! 
Child Level 
   Behavior problems .407 .375 1.503 
Chronic physical health or emotional condition -.049 .389 .952 
Developmental disability -.083 .374 .921 
Toddler .281 .381 1.324 
Caregiver Level    
Less than high school degree .145 .360 1.156 
Teen parent -.357 .871 .700 
Unemployed -.275 .355 .759 
Mental health concerns .213 .368 1.237 
Substance abuse concerns -.285 .622 .752 
First time caregiver -.813 .423 .444 
Single parent .973** .362 2.646 
Interactional Level    
Intimate partner violence concerns 1.116** .369 3.052 
Bereavement .138 .444 1.148 
Chronic physical health or emotional condition 
of other family member  .506 .379 1.658 
Housing concerns .597 .460 1.817 
Prior maltreatment or CPS involvement .866* .426 2.378 
Close birth spacing .313 .410 1.368 
Social/Environmental Level    
Limited household resources .373 .412 1.452 
Recent immigration .308 .520 1.360 
Poverty    
Public Assistance .636 .380 1.889 
Homeless .206 .533 1.229 
Constant -3.867   
χ2 65.037 
df 21 
% maltreated 14.0% 
Note: eB = exponentiated B.  
*p < .05, **p < .01 
 
Primary Aim 3  
Develop a model of the combination of risk factors that best predict family 
maltreatment status.  It was expected that a combination of evidence-based risk factors 
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and those risk factors identified by Early Head Start home visitors would most effectively 
predict maltreatment status.  Table 16 provides estimated regression coefficients, 
standard errors, p-values, and odds ratios for the predictors in the logistic regression.  As 
shown, being a single parent (!" = 2.548, p = .009), IPV risk (!" = 3.546, p = .001), and 
prior maltreatment or CPS involvement (!" = 2.431, p = .035) each contributed 
significantly to the model, while holding all other variables constant.  Specifically, single 
parent families were 2.703 times as likely to have court-substantiated instances of child 
maltreatment, families with intimate partner violence were 3.59 times as likely to have 
court-substantiated instances of child maltreatment, and families with prior maltreatment 
or CPS involvement were 2.42 times as likely to have court-substantiated instances of 
maltreatment.  Families with a first time caregiver approached significance (!" = .447, p 
= .057).   
Exploratory analyses were conducted with only the four significant or marginally 
significant predictors and a larger sample size of 508 subjects.  Results were consistent, 
such that being a single parent (!" = 2.524, p = .001), IPV risk (!" = 3.444, p < .001), 
and prior maltreatment or CPS involvement (!" = 3.845, p < .001) each contributed 
significantly to the model, while holding all other variables constant.  Families with a 
first time caregiver was not significant (!" = .631, p = .147).  Because there were no 
significant differences between these results using only four predictors and the results 
with the full model, no further analyses were conducted. 
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Table 16 
Summary of Logistic Regression Analysis for the Overall Model of Risk Factors 
Predicting Court-Substantiated Maltreatment 
Predictors ! !"(!) !! 
Child Level 
   Behavior problems .418 .373 1.519 
Chronic physical health or emotional condition -.182 .406 .834 
HV developmental disability -.118 .374 .888 
Toddler .359 .387 1.432 
Pregnancy risk .429 .381 1.536 
Caregiver Level    
Less than high school degree .201 .362 1.223 
Teen parent -.603 .880 .547 
Unemployed -.274 .353 .760 
Mental health concerns .170 .372 1.185 
Substance abuse concerns -.390 .621 .677 
First time caregiver -.805 .423 .447 
Single parent .935** .356 2.548 
Interactional Level    
Intimate partner violence concerns 1.269** .372 3.556 
Chronic physical health or emotional condition 
of other family member  .525 .377 1.691 
Housing concerns .551 .397 1.735 
Prior maltreatment or CPS involvement .888* .422 2.431 
Close birth spacing .247 .412 1.280 
Social/Environmental Level    
Limited household resources .347 .408 1.414 
Recent immigration .376 .518 1.457 
TANF .296 .407 1.345 
Constant -3.960   
χ2 63.96 
df 20 
% maltreated 14.0% 
Note: eB = exponentiated B.  
*p < .05, **p < .01 
 
Receiver operating characteristic (ROC) curve analysis was then used to evaluate 
and compare the predictive accuracy of the final logistic regression models identified for 
Primary Aims 1, 2b, and 3.  ROC curves provide a visual examination of the tradeoff 
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between increasing the model’s sensitivity (i.e., increasing the estimated probability that 
a case is classified as maltreated given that the case is, in fact, maltreated) and decreasing 
the false positive rate (i.e., decreasing the estimated probability that a case is classified as 
maltreated given that the case is not maltreated).  The ROC curve comparing the models 
identified in Primary Aim 1 (evidence-based), 2b (home-visitor), and 3 (combined) is 
given by Figure 1.  The three curves correspond to the three competing models, and the 
45° line represents chance accuracy.  The greater the area under the curve (AUC), the 
greater the model’s overall classification accuracy.  A Mann-Whitney U test was used to 
determine whether each model’s AUC is significantly greater than .50 (chance accuracy), 
and corresponding confidence intervals were used to determine whether the three curves 
are significantly different from one another.  All three models have an AUC that is 
significantly greater than chance (p < .001), with the evidence-based model AUC=.770 
(95% confidence interval: .702 - .837), the home-visitor based model AUC=.800 (95% 
confidence interval: .733 - .867), and the combined model AUC=.791 (95% confidence 
interval: .719 - .863).  The confidence intervals overlap, suggesting that the difference in 
AUC is not statistically significant, and thus any of the three models are sufficient. 
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Figure 1 
ROC Curve for Court-Substantiated Maltreatment 
 
The combined model was selected, reflecting the inclusion of both evidence-
based and home-visitor risk factors.  A cut-off value was selected that produced 
sensitivity greater than .80, in order to capture the most cases while minimizing the false 
positive rate.  Decreasing the classification cut-point not only increases a model’s 
sensitivity, but also increases its false positive rate.  In the context of maltreatment, a 
false negative (i.e., classifying a case as not maltreated when the case is, in fact, 
maltreated) is more damaging than a false positive, so a slightly higher false positive rate 
will be tolerated in order to achieve greater specificity.  Thus, any case with a predicted 
probability of having a court-substantiated report of maltreatment that is greater than or 
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equal to .0986793 is classified as maltreated.  
This cut-point produced an overall classification accuracy of 68%.  Forty-five of 
56 maltreated cases were correctly classified as maltreated, giving a sensitivity of 80%, 
and a corresponding false negative rate of 20%.  Two hundred twenty eight of 345 cases 
were correctly classified as not maltreated, giving a specificity of 66%, and a 
corresponding false positive rate of 34%.  Thus, 80% of maltreated families were 
correctly classified, while 34% of non-maltreated cases were incorrectly classified as 
maltreated.  
Primary Aim 4 
Identify the relationship between the risk model that best predicts 
maltreatment and service referral and utilization for Early Head Start families.  It 
was expected that families identified by the model that best predicts risk (identified in 
Primary Aim 3) would be more likely to have been referred to services within the 
program (e.g., housing services) and/or outside of the program (e.g., community mental 
health services).  It was expected that the families identified as high-risk would be less 
likely to utilize program services than families identified as lower-risk. 
To determine whether both predicted and actual maltreatment status relates to 
service referral and utilization for EHS families, a series of negative binomial regression 
models were estimated, with the maltreatment variables as the predicted maltreatment 
status or the actual maltreatment status based on the final model for Primary Aim 3.  A 
negative binomial model is appropriate for Primary Aim 4 because it allows for 
overdispersion, which is often present when modeling counts (e.g., number of EHS home 
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visits completed, number of EHS services used).  Relative rates were used to interpret the 
effect size of !!.  In this context, the relative rate is the expected rate of increase in 
service referrals or services utilized for the cases predicted as maltreated compared to the 
cases predicted as not maltreated.  
Regarding number of EHS home visits completed, results were marginally 
significant (p = .078) and indicate that holding constant the other variables in the model, 
the estimated incident rate is .927 times as large for cases predicted as maltreated 
compared to cases predicted as not maltreated.  For each one-unit increase in time 
enrolled, the estimated number of home visits increases by 2.136 (p < .001).  Holding 
time enrolled at its grand mean of 1.4020, the predicted number of home visits for cases 
predicted as not-maltreated is 42.31 (!" = 1.144), whereas the predicted number of home 
visits for cases predicted as maltreated is 39.23 (!" = 1.297).  For actual incidence of 
maltreatment, results indicate that holding constant the other variables in the model, the 
estimated incident rate is .840 times as large for maltreated cases compared to non-
maltreated cases (p = .005).  For each one-unit increase in time enrolled, the estimated 
number of home visits increases by 2.126 (p < .001).  Holding time enrolled at its same 
grand mean, the predicted number of home visits for non-maltreated cases is 42.01 (!"= 
.939), whereas the predicted number of home visits for maltreated cases is 35.27 (!"= 
2.025).  
Regarding number of EHS services used since enrollment, results were not 
significant for cases predicted as maltreated compared to cases predicted as not 
maltreated (p = .206).  For each one-unit increase in time enrolled, the estimated number 
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of EHS services used increases by 1.215 (p < .001).  Holding time enrolled at its grand 
mean, the predicted number of EHS services for cases predicted as not-maltreated is 4.10 
(!"= .133), whereas the predicted number of EHS services for cases predicted as 
maltreated is 3.84 (!"= .156).  For actual incidence of maltreatment, the results were not 
significant for maltreated cases compared to non-maltreated cases (p = .916).  For each 
one unit increase in time enrolled, the estimated number of EHS services used increases 
by 1.223 (p < .001).  Holding time enrolled at its grand mean, the predicted number of 
EHS services for non-maltreated cases is 3.99 (!"= .109), whereas the predicted number 
of EHS services for maltreated cases is 4.03 (!"= .280). 
A series of logistic regressions were estimated for the dichotomous service receipt 
variables.  Table 17 provides estimated regression coefficients, standard errors, p-values, 
and odds ratios for the predictors in the logistic regression.  For some variables, the 
overall test of the model did not fit significantly better than the empty model.  This was 
true for referral for program mental health services to both predicted maltreatment [χ2(2) 
= 4.842, p = .089] and actual maltreatment [χ2(2) = 3.277, p = .194], joint home visits to 
actual maltreatment [χ2(2) = 3.135, p = .209], housing assistance to predicted 
maltreatment [χ2(2) = 4.997, p = .082], substance abuse services to both predicted 
maltreatment [χ2(2) = 4.837, p = .089] and actual maltreatment [χ2(2) = 4.104, p = .129], 
and assistance obtaining child support to predicted maltreatment [χ2(2) = 2.003, p = .367].  
Due to estimation problems as evidenced by a high SE, receipt of marriage education to 
actual maltreatment is not included in these results.   
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Table 17 
Summary of Logistic Regression Analysis for Service Receipt  
Predictors ! !"(!) !! Constant χ2 (df) 
Mental Health Assessment      
Predicted maltreatment 1.006** .254 2.734 -1.958 18.854(2)** 
Time enrolled .319** .133 1.375   
Actual maltreatment .331 .351 1.393 -1.436 3.654(2)** 
Time enrolled .230 .127 1.258   
Joint Home Visit      
Predicted maltreatment .663* .250 1.940 -1.990 10.137(2)** 
Time enrolled .294* .133 1.341   
Emergency Crisis Assistance      
Predicted maltreatment -.096 .226 .909 -.072 16.829(2)** 
Time enrolled .501** .132 1.651   
Actual maltreatment -.437 .311 .646 -.021 18.606(2)** 
Time enrolled .481** .132 1.618   
Housing Assistance      
Actual maltreatment .257 .233 1.293 -1.095 12.747(2)** 
Time enrolled .429** .123 1.535   
Mental Health Services      
Predicted maltreatment .257 .233 1.293 -1.095 12.747(2)** 
Time enrolled .429** .123 1.535   
Actual maltreatment .198 .329 1.219 -1.004 11.893(2)** 
Time enrolled .417** .123 1.517   
English as a Second Language      
Predicted maltreatment -1.302** .289 .272 -1.632 52.679(2)** 
Time enrolled .793** .140 2.210   
Actual maltreatment -1.250* .500 .286 -1.951 52.679(2)** 
Time enrolled .805** .137 2.237   
Adult Education      
Predicted maltreatment -.503* .230 .605 -.923 34.750(2)** 
Time enrolled .617** .127 1.852   
Actual maltreatment -.059 .324 .943 -1.155 29.948(2)** 
Time enrolled .646** .127 1.909   
Employment Training      
Predicted maltreatment -.129 .298 .879 -2.217 11.963(2)** 
Time enrolled .480** .145 1.616   
Actual maltreatment -.573 .501 .564 -2.176 13.240(2)** 
Time enrolled .464** .145 1.590   
Child Abuse Prevention Services      
Predicted maltreatment 1.352** .476 3.865 -3.601 8.940(2)* 
Time enrolled .128 .248 1.136   
Actual maltreatment 1.353** .482 3.870 -3.164 6.977(2)* 
Time enrolled .121 .241 1.129   
Domestic Violence Assistance      
Predicted maltreatment 1.621** .498 5.060 -3.898 12.404(2)** 
Time enrolled .213 .247 1.237   
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Actual maltreatment 1.828** .474 6.221 -3.502 13.599(2)** 
Time enrolled .243 .243 1.276   
Child Support Assistance      
Actual maltreatment 1.327** .509 3.768 -3.442 6.299(2)* 
Time enrolled .254 .244 1.289   
Parenting Education      
Predicted maltreatment -.989* .488 .372 1.709 26.956(2)** 
Time enrolled 1.794** .505 6.015   
Actual maltreatment -.356 .553 .701 1.240 22.981(2)** 
Time enrolled 1.795** .501 6.021   
Marriage Education      
Predicted maltreatment -1.397 .772 .247 -4.212 21.276(2)** 
Time enrolled .881** .246 2.413   
Women, Infants, and Children (WIC)      
Predicted maltreatment -.170 .278 .844 .732 21.527(2)** 
Time enrolled .797** .197 2.218   
Actual maltreatment -.254 .362 .776 .710 21.635(2)** 
Time enrolled .787** .198 2.198   
Note: eB = exponentiated B.  
*p < .05, **p < .01 
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Chapter 4: Discussion 
Occurrence of Maltreatment 
Examinations of juvenile court records for enrolled families indicate that 14.9% 
experienced court-substantiated maltreatment.  Occurrence of maltreatment was 
measured as presence of a maltreatment record for the target child OR presence of a 
maltreatment record for another sibling in the family subsequent to the target child’s 
birth.  Inclusion of siblings’ maltreatment in analyses reflects the notion that 
substantiated maltreatment affects all members of the family unit, even if the enrolled 
child was not explicitly listed in the report.  
An earlier study using a portion of this sample found that 7.8% of enrolled 
children had experienced substantiated maltreatment between 2008 and 2012 (Hubel et 
al., 2012).  The current study expanded upon this original sample of 312 participants and 
included three additional years of Early Head Start participants.  The observed 
maltreatment rate of 149 per 1,000 children is consistent with the maltreatment rate 
documented in the only other longitudinal study using an Early Head Start population.  
Green and colleagues (2014) examined maltreatment rates over a 13-year period and 
found that, across program options, 15.8% of the sample had experienced child 
maltreatment, with 5% having experienced maltreatment in the birth through three range 
alone.    
It is difficult to compare rates of maltreatment from this study to the large-scale, 
national studies of incidence rates.  Recent estimates based on CPS data collected through 
the National Child Abuse and Neglect Data System (NCANDS) have demonstrated that 
 
88 
 
 
 
88 
9.4 per 1,000 children in the United States will experience substantiated maltreatment 
(U.S. DHHS, 2016b).  Incidence rates increase in the young population served by Early 
Head Start.  This same study found maltreatment rates for children younger than one year 
of age as 24.4 per 1,000, and ranging from 11.0-12.3 per 1,000 for children ages one to 
three.  Yet, these national incidence rates are merely a one-year snapshot of maltreatment 
occurrence and do not reflect the likely increase of maltreatment rates when examining 
the same child over a longer period of time.  Thus, comparing findings from longitudinal 
studies of maltreatment to national incidence may be misleading.    
However, maltreatment rates found in this study are also higher than those found 
in other longitudinal studies using random sampling.  For example, in a 17-year study of 
residents in upstate New York, Brown and colleagues (1998) found 46 substantiated 
cases of maltreatment out of 644 participants – a rate of 71 per 1,000 children.  Similarly, 
Sidebotham and colleagues (2006) conducted a large-scale cohort study in the United 
Kingdom, and found that 2.1% of children were involved in maltreatment investigations 
prior to age six, with only .8% of cases resulting in substantiation.  These findings 
suggest that children enrolled in Early Head Start are at higher risk for maltreatment than 
a more general population of children.  
Although higher rates of maltreatment observed within Early Head Start may 
reflect increased risk, it is also possible that these findings are a result of other factors, 
such as surveillance effects.  Research on surveillance bias posits that children and 
families enrolled in interventions may be more likely to be reported for maltreatment 
because of their increased contact with service providers and services systems (Chaffin & 
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Bard, 2006; Widom, Czaja, & DuMont, 2015).  This pattern was found in the Green et al. 
(2014) study, such that children in Early Head Start had more substantiated reports of 
neglect than did children in the control group.  The authors suggest that this finding was a 
result of higher surveillance by program staff rather than a true increase in incidence of 
neglect.  
Despite the potential influence of surveillance effects, it remains likely that 
observed maltreatment rates are an underestimate.  It is widely understood that official 
estimates of maltreatment do not capture all maltreatment occurrence (Daro & Harding, 
1999; Friedenberg, Hansen, & Flood, 2013; Olds, Eckenrode, & Kitzman, 2005; 
Theodore et al., 2005).  This is due in part to the recognition that the majority of cases of 
maltreatment are not reported, in addition to the low likelihood that reported cases will be 
substantiated.  For example, in the longitudinal study conducted by Brown and colleagues 
(1998), official maltreatment records did not match maltreatment occurrence as measured 
by youth self-report.  The process by which reports are substantiated is also complex and 
influenced by multiple, interrelated factors, which can differ state by state (Child Welfare 
Information Gateway, 2013).  When a report is received by CPS, it is first screened to 
determine whether allegations meet the legal definition of abuse and neglect.  In 
Nebraska, it is the responsibility of a law enforcement agency to investigate reports that 
have been screened in.  Investigators then conduct assessments that can include 
interviews and observations from children, caregivers, and any other relevant sources.  
Based on results of this investigation, cases can be deemed substantiated, unfounded, or 
inconclusive.  This requires the integration of many different factors, including individual 
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subjectivity, which limits the ability of even trained professionals to accurately identify 
maltreatment (Pecora et al., 2013).  Gambrill and Shlonsky (2000) note that this decision-
making process is rife with uncertainty and has historically low reliability, though they 
acknowledge increased reliability with more actuarial based assessment models.  Thus, 
the occurrence of maltreatment as identified by juvenile court records in this study is 
likely a conservative estimate.  This highlights the critical need to incorporate 
maltreatment prevention – and risk identification – into Early Head Start and other early 
childhood intervention programs.    
Home Visitor Risk Identification 
In order to effectively identify risk for maltreatment, home visitors must first 
understand what constitutes maltreatment.  To measure knowledge of maltreatment, 
home visitors were asked to identify types of maltreatment.  Results indicated variability 
between home visitors in what constitutes maltreatment.  It was expected that home 
visitors would identify physical abuse, sexual abuse, emotional abuse, neglect, and 
exposure to domestic violence.  Of the 14 participants, no one identified all five types of 
maltreatment.  Further, no single type of maltreatment was identified by all 14 home 
visitors.  The majority of home visitors focused primarily on physical abuse and neglect.  
It was particularly notable that only half of all home visitors identified sexual abuse as a 
type of maltreatment.  Although the lack of identification of sexual abuse is troubling, it 
is also consistent with findings that suggest that home visitors rely on observable 
behaviors such as physical injuries or housing conditions to identify abuse and neglect.  
Physical abuse and neglect may be more readily visible than sexual abuse, which could 
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account for this lack of focus by home visitors.  It is also possible that home visitors do 
not anticipate that sexual abuse could occur in such a young population.  Research has 
also demonstrated that younger children are more likely to delay disclosure, which may 
reflect home visitors’ belief that young children are not able to disclose abuse 
experiences (Friedenberg et al., 2013).   
This variability in definition of maltreatment suggests that home visitors may not 
be considering all indicators of child maltreatment.  This is concerning, in that it may 
lead to situations in which home visitors ignore or minimize risk indicators beyond 
visible injuries or housing conditions, resulting in a misunderstanding of ‘reasonable 
suspicion’ of maltreatment and a subsequent failure to fulfill their role as a mandated 
reporter (Davidov & Jack, 2014).  Home visitors generally reported feeling confident in 
recognizing maltreatment when it was occurring, particularly in situations with physical 
evidence.  Early Head Start staff frequently referenced their roles as mandated reporters 
and many described previous experience calling the CPS hotline.  In the subsample of 
families included in the analyses, Early Head Start staff had made a report to the CPS 
hotline regarding 4.0% of children.  Of the court substantiated cases of maltreatment for 
the enrolled child (11.5%), approximately 6.5% occurred during program enrollment.  
All home visitors participate in training during the pre-service week about child 
abuse and neglect.  These findings potentially indicate that the current training model of 
an annual training may not be sufficient in preparing home visitors for working with 
high-risk families.  Similarly, many home visitors struggled to distinguish between 
maltreatment occurrence and risk for maltreatment.  That is, the concept that there are 
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‘risk factors’ that indicate that families may be more likely to experience maltreatment at 
some point in the future was difficult for many home visitors to understand.  In fact, this 
challenge was originally noted during the qualitative pilot interviews, in which pilot 
participants suggested that the interviewer refer to ‘red flags’ or ‘warning signs,’ rather 
than ‘risk factors.’  This language has been used in previous studies examining home 
visitation (Vasquez & Pitts, 2006).  
Related to risk identification, home visitors identified 86 risk factors across the 
four levels of the developmental-ecological model.  Any risk factor identified by a home 
visitor was included in the list; consensus was not required for inclusion in this study.  As 
expected, there was substantial variability between home visitors in understanding what 
risk factors may increase likelihood of future maltreatment.  Of the 86 risk factors, the 
majority were either unmeasurable or were not regularly measured by program staff and 
included in program records (e.g., poor hygiene; caregiver history of abuse; country of 
origin).  For example, home visitors identified factors at all levels that would be difficult 
to objectively measure, such as child appears nervous/shuts down, child is quiet, 
caregiver does not seek help, caregiver is guarded, caregiver is overprotective, and lack 
of love/respect in family.  Other factors that were not included in program records include 
child physical injuries, miscarriage, job loss, caregiver history of abuse, unrelated adult 
involvement, and country of origin.  These variables were omitted from subsequent 
analyses.  Of the remaining 37 risk factors that were measurable using available data 
sources, there was overlap with the evidence-based risk model.  As expected, home 
visitors also identified additional risk factors that were not included in the evidence-based 
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model.  Thus, the home visitor model was comprised of more risk factors than the 
evidence-based risk model.  Concerns related to pregnancy was a risk factor that was not 
identified by home visitors but was included in the evidence-based risk model.  In the 
Fragile Families and Child Well-Being study, Guterman (2015) found that both maternal 
and paternal reports of unintended pregnancy has been associated with increased risk for 
neglect, psychological aggression, and physical aggression.  The only other evidence-
based risk factor not identified by home visitors was receipt of TANF.  It is possible that 
home visitors did not identify TANF as distinct from limited household resources or 
poverty. 
Home visitors were more likely to identify risk factors at the caregiver level and 
were less likely to identify risk factors at the child level.  However, this is consistent with 
the results indicating that risk factors at those levels of the developmental-ecological 
model are more strongly associated with maltreatment.  As has been observed in previous 
studies, there were significant associations at the bivariate level between child physical 
health problems and maltreatment (Palusci, 2011; Risch, Owora, Nandyal, Chaffin, & 
Bonner, 2014).  Significant relationships were also observed between maltreatment and 
both caregiver mental health problems and caregiver substance abuse concerns.  This 
finding is consistent with a substantial body of research that supports this relationship 
(Hecht & Hansen, 2001; National Academy of Sciences, 2013; Stith et al., 2009).  Of 
note, home visitors also identified high frequency of missed home visits, which was 
significantly associated with maltreatment at the bivariate level.  This may reflect 
recognition of issues of engagement, including that high-risk families often face 
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numerous logistical barriers to participation (Webster-Stratton, 2014).  These findings are 
promising and suggest that home visitors do, in fact, recognize the risk factors that are 
most directly associated with maltreatment.  
Measurements of poverty are particularly relevant indicators, as there is near 
universal agreement that poverty is associated with maltreatment (e.g., Belsky, 1993; 
Sedlak et al., 2010).  Further, Early Head Start is intended specifically for low-income 
families; income is a factor that contributes to the enrollment within ERSEA.  Although it 
could be considered a positive finding that the majority of home visitors identified 
poverty as a risk factor for maltreatment, poverty as measured by income does not serve 
to identify a subset of high-risk families, since nearly all enrolled families live below the 
federal poverty line.  Thus, it may be more beneficial to measure other indicators of 
community poverty, such as residential instability, childcare burden, and immigrant 
concentration, which have been associated with higher rates of maltreatment (Coulton et 
al., 2007; Maguire-Jack, 2014).  However, there are not clear mechanisms through which 
to monitor these factors.  Anecdotally, many of the families enrolled in Early Head Start 
experience residential instability and may move on multiple occasions throughout their 
enrollment.  Yet, there is currently no mechanism to indicate in ChildPlus if and how 
frequently families move within a program year. 
Risk Models 
This study also sought to develop a model of individual risk factors that would 
most effectively predict risk for maltreatment.  Within the evidence-based risk model, 
intimate partner violence concerns and prior maltreatment or CPS involvement were 
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individually predictive of court-substantiated maltreatment.  This same pattern was 
observed in the home visitor risk model, although single parent families were also 
significantly more likely to have a court-substantiated instance of maltreatment.  These 
three risk factors remained significantly predictive of maltreatment.  In addition, being a 
first time caregiver approached significance, such that families with a first time caregiver 
were less likely to experience maltreatment.  Prior research has also shown that the 
strongest effect sizes for child physical abuse and neglect are for risk factors within the 
caregiver and interactional levels (Stith et al., 2009).  
The intention of this study was to identify specific risk factors that are predictive 
of maltreatment in order to provide direction for targeted intervention (Ridings, Beasley, 
& Silovsky, 2017).  However, there is a substantial body of literature that suggests that it 
may be more effective to consider the cumulative effects of risk.  In the earlier study 
using a subset of this sample, Hubel (2014) developed Overall Adversity Scores to sum 
the number of risk factors experienced by enrolled families.  Children were more likely to 
experience maltreatment when Overall Adversity Scores were higher.  This is consistent 
with the notion that it is the accumulation of risk that is most predictive of maltreatment 
(Begle, Dumas, & Hanson, 2010).       
Results indicated that there were not significant differences in predictive accuracy 
of the evidence-based risk model, the home visitor risk model, or the model that 
combined the factors between the two models that were significantly associated with 
maltreatment.  As such, the combined model was selected to further explore the issue of 
classification accuracy.  Because there were no significant differences between models, it 
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was determined that a combination of both the evidence-based and home visitor model 
was most consistent with the aims of the study.  Typically, it is important to identify a 
classification cut-point that produces an adequate sensitivity while minimizing the 
likelihood of false positive.  However, in the context of identification of risk for 
maltreatment, higher false positive rates are preferred, relative to greater numbers of false 
negatives.  It would be better to overclassify families as ‘maltreated’ and provide 
additional, targeted intervention, than to classify a case as ‘not maltreated’ and potentially 
miss significant risk for maltreatment.  Using the identified classification cut-point, 80% 
of maltreated families were correctly classified and 34% of cases were ‘false positives.’    
It will be important for Early Head Start programs to consider the feasibility of 
overclassification.  While the approach to prefer a great number of false positive 
classifications may increase the program’s ability to intervene, it may also place a greater 
demand on program resources by identifying more families as high-risk and necessitating 
additional intervention.   
Program Service Usage 
 It was expected that families classified as maltreated would utilize program 
resources less frequently than those classified as non-maltreated.  Families classified as 
maltreated were significantly more likely to have a mental health assessment, a joint 
home visit with a mental health consultant, Child Abuse Prevention services, and 
Domestic Violence Assistance.  Families classified as maltreated were significantly less 
likely to have received English as a Second Language, Adult Education, and Parenting 
Education. 
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 To gain a more comprehensive understanding of how families engage in Early 
Head Start, results also examined service usage for families with court-substantiated 
maltreatment.  Families with a court-substantiated instance of maltreatment received 
fewer home visits compared to families without a maltreatment incident.  Actual 
maltreatment was significantly associated with receipt of Child Abuse Prevention 
Services, Domestic Violence Assistance, and Child Support Assistance with results 
observed in the same direction as predicted maltreatment.  There were no significant 
results for number of Early Head Start program services received.  These findings are 
consistent with results related to risk factors, in that families are being referred to services 
directly associated with the risk factors that are predictive of maltreatment.  However, the 
direction of this service receipt is unknown; home visitors may be referring families to 
appropriate services or families may have been receiving these services prior to 
experience of court-substantiated maltreatment.  
Qualitative interviews also provide insight into how home visitors engage with 
families within the program.  The majority of home visitors reported that they 
communicate their concerns about risk to the families they work with.  However, they 
frequently do not feel equipped to initiate these conversations.  Home visitors identified a 
particular difficulty discussing concerns early in the relationship with families, before 
they have built trust.  The fear that addressing risk factors and sensitive issues would 
cause a strain the relationship was a barrier for many home visitors and may interfere 
with their ability to effectively intervene.  A qualitative study of French home visiting 
programs found similar patterns, noting that poor relationship quality between the family 
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and home visitor led to mistrust and difficulty engaging in the intervention (Saias et al., 
2016). 
Concerns about confidentiality also appear to be a substantial barrier that reduces 
EHS home visitors’ ability to effectively utilize program resources.  Consultation with 
peers can be a very helpful opportunity to share expertise and advice, particularly given 
the wide range of experience among home visitors.  Clarifying the extent of 
confidentiality and the role of consultation may enable home visitors to better learn from 
each other in these particularly challenging cases. 
Strengths and Limitations 
Results from this study contribute to the literature on the role of paraprofessional 
home visitors in the identification of risk for maltreatment among young children and 
families.  This study is novel in that it uses a mixed methods approach to examine the 
role of Early Head Start home visitors in identification of risk for maltreatment and in 
subsequent service provision.  The use of a sequential design allowed for the qualitative 
results to drive quantitative analyses, and the depth of the interviews provided valuable 
context with which to interpret the results.  Few studies have conducted qualitative 
interviews with home visitors related to risk for maltreatment, and to date, this is the first 
study to utilize interview data to predict maltreatment occurrence.  Other methodological 
strengths include the use of court-substantiated treatment as an outcome variable.  
Nebraska is unique in that juvenile court records are available to the public.  As a result, 
this study was able to utilize court-substantiated maltreatment as an outcome variable, 
which is rare among studies examining child abuse and neglect.   
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Further, this study occurred in the context of a well-established relationship with a 
local Early Head Start program, which allows for immediate translation of research 
findings to practice and local policy.  This study was developed in collaboration with a 
local Early Head Start program and reflects the needs identified by that program.  This 
ongoing relationship allowed for data-sharing and complete access to program records 
including CPS reports made by program staff.  Access to these comprehensive records 
provided for the inclusion of numerous variables in analyses.  Although the majority of 
risk factors were not included in the multivariate models, this study was able to examine 
the relationship between a substantial number of risk factors and court-substantiated 
maltreatment at the bivariate level.  The well-established relationship with Early Head 
Start also enables the immediate translation of results into policy.  Results were 
integrated into ongoing clinical practice through the collaborative partnership with the 
UNL Psychological Consultation Center, and were shared with Early Head Start 
administration.  Finally, this study was funded by a Head Start Graduate Student 
Research Grant and the Project Director also received funding from a Doris Duke 
Fellowship for the Promotion of Child Well-Being (Doris Duke Fellowship for the 
Promotion of Child Well-Being, 2012).  These funding sources provided training on 
maximizing the policy relevance of this research and opportunities to disseminate results 
to relevant audiences throughout the study period. 
However, there were also several limitations that reduce the generalizability of 
results and suggest that some results should be interpreted with caution.  Qualitative 
interviews were conducted with a small sample of Early Head Start home visitors and 
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supervisors in a Midwestern Early Head Start program.  Because Early Head Start 
programs can vary across sites and training related to maltreatment is not clearly defined, 
results may not be generalizable to other programs.  Further, the qualitative sample was 
comprised of primarily European-American participants.  Spanish-speaking and Arabic-
speaking home visitors were less likely express interest in participation.  Given the small 
sample size, it was not possible to explore whether Spanish- or Arabic- speaking 
participants provided qualitatively different results.  Similarly, both home visitors and 
supervisors were included in the interviews.  Individuals who serve as supervisors likely 
have different levels of training and experience and fulfill a different role within the 
program.  Although all supervisors who participated in this study had previously been 
home visitors, the inclusion of their perspective could impact the generalizability of 
results.  In addition, social desirability is always a concern.  To address this, all 
interviews were conducted by a graduate student who had not previously worked with 
Early Head Start, and all participants were assured that their comments would remain 
confidential and would not impact their employment. 
Regarding the sample extracted from archival data, a priori power analyses 
identified a sample size of 600 was needed for analyses to be adequately powered.  While 
the full sample of 723 children was sufficiently powered, the removal of sibling pairs and 
presence of missing data reduced the sample to 522 and further reduced the sample size 
in multivariate analyses to 401 due to listwise deletion.  As such, it is feasible that results 
were impacted by a lack of sufficient power, and that other results may have approached 
significance with a slightly larger sample size.  Similarly, although previous research has 
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shown that different types and combinations of risk factors are associated with different 
maltreatment types (Brown et al., 1998), the frequency of maltreatment occurrence in this 
sample was not large enough to run analyses by maltreatment type.  The frequency of 
missing data indicates that the program should make consistent efforts to monitor the 
routine collection of information in order to ensure that accurate records are gathered.   
On a broader scale, it is simply hard to measure reductions in maltreatment even 
in the most controlled evaluations.  First, baseline rates of maltreatment tend to be very 
low, leading to difficulty detecting reductions in maltreatment without using prohibitively 
large samples (Daro & Harding, 1999).  Research using a low frequency outcome such as 
maltreatment leads to empty cells, which can increase the instability of models.  It may 
be beneficial to explore other analytic strategies that better account for low frequency 
outcomes or rare events, such as exact logistic regression, Firth’s logistic regression, or 
other forms of correction (King & Zeng, 2001; Williams, 2016).  It is also important to 
note that few variables contributed significantly to the models.  It is possible that this is 
due to collinearity between variables, such that they may each predict maltreatment 
independently, but do not uniquely predict the outcome when included in the model.  In 
addition, Primary Aim 4 necessitated the running of multiple related analyses, for both 
true and predicted maltreatment, leading to issues with multiplicity of related dependent 
variables.  This increases the likelihood of committing a Type I error. 
Finally, as described previously, measurement issues also interfere with 
likelihood of finding significant effects.  Use of CPS reports or cases of court-
substantiated maltreatment as primary outcome variables tend to underestimate actual 
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incidence of maltreatment, particularly for infants and very young children (Daro & 
Harding, 1999; Olds, Eckenrode, & Kitzman, 2005).  As such, the majority of studies 
examining maltreatment outcomes use indicators or proxies such as hospitalization for 
injury or ingestion; few studies use official records of maltreatment or child welfare 
services (Hahn, Mercy, Bilukha, & Briss, 2005; Reynolds, Mathieson, & Topitzes, 2009).  
Daro (2005) highlights the challenges of trying to demonstrate effectiveness of home 
visitation programs without accurate estimates of abusive and neglectful behaviors, 
including reliable baseline measures of proxies (e.g., parenting quality).  This suggests 
the need to incorporate multiple different forms of measurement, including court records, 
hospital records, self-report, and observational data.  Although this study utilized both 
court-substantiated maltreatment and CPS reports made by program staff, future research 
should incorporate additional proxy measures to supplement existing indicators, 
including potential administrative data sharing to include unsubstantiated reports from 
juvenile court (Kohl et al., 2009). 
Policy Recommendations 
 Currently, Early Head Start does not identify prevention of maltreatment as a 
primary program aim (U.S. DHHS, 2016a).  However, it is clear that reducing risk for 
maltreatment falls within the goal of improving healthy family functioning.  As such, 
these findings may provide guidance for more directly engaging in maltreatment 
prevention within this program.  Results from this study provide useful guidance for the 
local Early Head Start program in this study, the national Early Head Start program, and 
other early interventions serving high-risk families.  
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In order to most effectively reduce risk and prevent maltreatment, Early Had Start 
would need to identify a sub-population of higher-risk families within the larger 
population.  To meet this need, improved risk identification at both the program- and 
service-provider levels is critical.  This may involve standardized risk screening and 
assessment tools that could potentially be incorporated into the mandatory screening 
procedures already required by the Performance Standards (U.S. DHHS, 2016a).  
Currently, risk factors are measured at enrollment and other specified timepoints 
throughout enrollment.  Unfortunately, Early Head Start changes what information is 
provided at enrollment and reported in the Program Information Report year to year.  
This contributes to difficulty measuring risk between and within participants across time, 
as variables may not always be retained.  There are some systematic measures for 
assessing risk, though most have limited accuracy and may not be useful across contexts 
(Peters & Barlow, 2005).  Although standardized assessment and use of predetermined 
systems would ease this process in Early Head Start, targeted risk identification places 
increased demands on home visitors to be more aware of risk for maltreatment within the 
families they work with.   
However, this study demonstrates that while home visitors have a variable 
understanding of risk factors for maltreatment, they are able to recognize factors across 
the four levels of the developmental-ecological model.  It will also be important to 
continue to evaluate the use of cumulative risk versus targeting specific risk factors 
(McKelvey, Whiteside-Mansell, Conners-Burrows, Swindle, & Fitzgerald, 2016).  While 
some literature suggests that greater number of risk factors increases risk for 
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maltreatment (Begle et al., 2010; McKelvey et al., 2016), other research suggests that 
distinct mechanisms are at play for different types of maltreatment (O’Hara et al., 2015).  
Risk should also be frequently and systematically monitored over the course of 
enrollment.  Home visitors should directly assess for risk and monitor changes in the 
electronic record keeping system in a fashion that would allow for adequate monitoring 
of change in risk status over time. 
There are many existing opportunities for training within the Early Head Start 
program model, including the annual pre-service training and ongoing trainings 
throughout the year.  Currently, the majority of training is designed to meet the 
Performance Standards and is thus performed for compliance rather than comprehension.  
Home visitors identified a need for more intensive, ongoing trainings.  On a larger scale, 
it may be valuable to modify the Performance Standards to encourage training for 
comprehension rather than compliance.  Individual programs can take steps to meet this 
need in the absence of formal policy changes.  Training plans should more explicitly 
target the areas of need identified by home visitors and design a sequence of trainings on 
the same topic that increase in intensity and specificity.  Trainings should involve role 
plays focused on initiating conversation and referring families to relevant resources, and 
ongoing supervisory support to this end.  Specific to initiating conversations about risk, 
home visitors feared that discussing concerns would lead to strain in their relationship 
with participants.  While prior research does indicate that poor relationship quality 
between program staff and families leads to lower program engagement, home visitors 
can learn strategies to effectively engage in these conversations.  Training and role plays 
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focused on initiating sensitive conversations in ways that can enhance engagement and 
participation may be particularly relevant for home visitors.  There is also a specific need 
to clarify the distinction between the occurrence of maltreatment and risk for 
maltreatment.  Home visitors report feeling prepared to identify maltreatment as it is 
occurring, but tended to struggle with the concept of factors increasing the likelihood for 
maltreatment in the future.  As this is a critical component of maltreatment prevention, 
Early Head Start should provide education on the association between risk factors and 
maltreatment so home visitors know which risk factors or combination of risk factors 
may warrant immediate intervention.  Concerns about confidentiality appear to be a 
substantial barrier that reduces Early Head Start home visitors’ ability to effectively 
utilize program resources.  Consultation with peers can be a critical opportunity to share 
expertise and advice, particularly given the wide range of experience among home 
visitors.  Clarifying the extent of confidentiality and the role of consultation may enable 
home visitors to better learn from each other in these particularly challenging cases. 
Once families at higher risk for maltreatment are identified by service providers, 
Early Head Start will need to provide targeted intervention.  Currently, Early Head Start 
provides the same dosage to all enrolled families, with uniform requirements laid out in 
the Performance Standards (U.S. DHHS, 2016a).  However, stronger effects and 
increased cost-savings are seen in higher-risk families in other evidence-based home 
visitation models (DuMont et al., 2010; Olds, Hill, O’Brien, Racine, & Moritz, 2003), 
suggesting that maltreatment prevention may be better targeted towards high-risk families 
(Olds, 2006).  It is possible that the families with lower attendance are the higher risk 
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families, in need of more targeted services.  Early Head Start might need to consider the 
feasibility of variable service provision based on level of need, following improved risk 
identification.  This could be accomplished through the inclusion of brief, standardized, 
adjunctive interventions that could be grafted on to existing services when a need is 
identified, either by the home visitors or available mental health consultants.  Some 
existing programs that could be modified for use in EHS are SafeCare (e.g., Lutzker & 
Edwards, 2009) or In-Home Cognitive-Behavioral Therapy for Depression (Ammerman 
et al., 2013).  These programs have been evaluated within the home visitation context and 
have demonstrated positive effects.  Any modifications to Early Head Start programming 
should be done with implementation and evaluation in mind.  
Although the above considerations could make Early Head Start a feasible model 
through which more integrated child abuse prevention and intervention could occur, there 
remain a number of challenges for preventing maltreatment within early childhood home 
visitation programs.  Working with at-risk populations is a challenge across most 
prevention programs.  The risk factors that make families eligible for participation in 
these programs, such as low income, lower educational attainment, and poor maternal 
and child health also lead to low engagement in services (Holland, Xia, Kitzman, Dozier, 
& Olds, 2014; O’Brien et al., 2012; Raikes et al., 2006).  Additional risk factors faced by 
at-risk and maltreating families, such as parental depression, substance abuse, and 
domestic violence, may be particularly difficult for paraprofessional home visitors to 
identify and address (Duggan et al., 2004; Tandon, Parillo, Jenkins, & Duggan, 2005).  
This may be due to the more restricted educational background and training of home 
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visitors employed by Early Head Start (Duggan et al., 2004).  There are currently no 
minimum educational requirements for home visitors (Sama-Miller et al., 2016), though 
programs are encouraging staff members to pursue a Child Development Associate 
credential, which may increase their ability to work effectively with families.  Low wages 
common to paraprofessionals may also contribute to home visitor turnover, which in turn 
reduces the program’s ability to effectively work with at-risk families (Gomby, 2007; 
Kisker et al., 1999)  
Conclusion 
Overall, this study provides valuable information regarding the occurrence of 
maltreatment within Early Head Start, and the role of home visitors in identifying and 
working with families at high risk.  It is clear that the population of children and families 
served by Early Head Start is at increased risk for maltreatment.  Home visitation has 
been identified as an effective method for preventing child abuse and neglect, but there 
has been little research on the role of home visitors in this process.  This study 
demonstrates that home visitors may be equipped to identify families at risk for 
maltreatment with appropriate program supports, including enhanced training on risk 
identification and communicating with families about risk, data collection and 
monitoring, and accessibility of targeted intervention designed to ameliorate risk factors.  
Early Head Start and other home visitation programs have a unique opportunity to reduce 
risk and increase healthy family functioning.        
 
 
108 
 
 
 
108 
 References 
Administration for Children and Families. (2006). Program performance measures for 
Head Start programs serving infants and toddlers. Washington, DC: U.S. 
Department of Health and Human Services. Retrieved from 
http://www.acf.hhs.gov/sites/default/files/opre/prgm_perf_measure_4pg.pdf 
Alonso-Marsen, S., Dodge, K. A., O’Donnell, K. J., Murphy, R. A., Sato, J. M., & 
Christopoulos, C. (2013). Family risk as a predictor of initial engagement and 
follow-through in a universal nurse home visiting program to prevent child 
maltreatment. Child Abuse & Neglect, 37, 555-575. 
doi:10.1016/j.chiabu.2013.03.012 
Ammerman, R. T., Putnam, F. W., Altaye, M., Teeters, A. R., Stevens, J, & Van Ginkel, 
J. B. (2013). Treatment of depressed mothers in home visiting: Impact on 
psychological distress and social functioning. Child Abuse & Neglect, 37, 544-
554. doi:10.1016/j.chiabu.2013.03.003 
Ammerman, R. T., Stevens, J., Putnam, F. W., Altaye, M., Hulsmann, J. E., Lehmkuhl, 
H. D.,…Van Ginkel, J. B. (2006). Predictors of early engagement in home 
visitation. Jounral of Family Violence, 21, 105-115. doi:10.1007/s10896-005-
9009-8 
Asawa, L. E. (2008). Reducing the risk of child maltreatment through the Early Head 
Start program (Doctoral dissertation). (UMI No. 3303505) Retrieved from 
http://search.proquest.com/docview/304540688 
Asawa, L. E., Hansen, D. J., & Flood, M. F. (2008). Early childhood intervention 
programs: Opportunities and challenges for preventing child maltreatment. 
 
109 
 
 
 
109 
Education and Treatment of Children, 31(1), 73-110. doi:10.1353.etc.0.0021 
Ashton, V. (1999). Worker judgments of seriousness about and reporting of suspected 
child maltreatment. Child Abuse and Neglect, 23, 539-548. 
doi:10.1177/1077559505283548 
Ashton, V. (2004). The effect of personal characteristics on reporting child maltreatment. 
Child Abuse and Neglect, 28, 985-997. doi:10.1016/j.chiabu.2004.03.012 
Astuto, J., & Allen, L. (2009). Home visitation and young children: An approach worth 
investing in? Social Policy Report, 23(1), 1-23. 
Avellar, S. A., & Supplee, L. H. (2013). Effectiveness of home visiting in improving 
child health and reducing child maltreatment. Pediatrics, 132, S90-99. 
doi:10.1542/peds.2013-1021G 
Azzi-Lessing, L. (2011). Home visitation programs: Critical issues and future directions. 
Early Childhood Research Quarterly, 26, 387-398. 
doi:10.1016/j.ecresq.2011.03.005 
Barlow, J., Simkiss, D., & Stewart Brown, S. (2006). Interventions to prevent or 
ameliorate child physical abuse and neglect: Findings from a systematic review of 
reviews. Journal of Children’s Services, 1, 6-28. 
doi:10.1108/17466660200600020 
Begle, A. M., Dumas, J. E., & Hanson, R. F. (2010). Predicting child abuse potential: an 
empirical investigation of two theoretical frameworks. Journal of Clinical Child 
& Adolescent Psychology, 39, 208-219. DOI: 10.1080/15374410903532650 
Belsky, J. (1993). Etiology of child maltreatment: A developmental-ecological analysis. 
Psychological Bulletin, 114, 413-434. doi:10.1037//0033-2909.114.3.413 
 
110 
 
 
 
110 
Bilukha, O., Hahn, R., Crosby, A., Fullilove, M. T., Liberman, A., Moscicki, E., … Task 
Force on Community Preventive Services. (2005). The effectiveness of early 
childhood home visitation in preventing violence: A systematic review. American 
Journal of Preventative Medicine, 28, 11-39. doi:10.1016/j.amepre.2004.10.004 
Briere, J. (2002). Treating adult survivors of severe childhood abuse and neglect. In J. E. 
Myers, L. Berliner, J. Briere, C. T. Hendrix, C. Jenny, & T. A. Reid (Eds.), The 
APSAC handbook of child maltreatment (2nd ed., pp. 175-203). Thousand Oaks, 
CA: Sage. 
Bronfenbrenner, U. (1979). The ecology of human behavior. Cambridge, MA: Harvard  
University Press. 
Brown, J., Cohen, P., Johnson, J. G., & Salzinger, S. (1998). A longitudinal analysis of 
risk factors for child maltreatment: Findings of a 17-year prospective study of 
officially recorded and self-reported child abuse and neglect. Child Abuse & 
Neglect, 22, 1065-1978. doi:10.1016/S0145-2134(98)00087-8 
Chaffin, M. (2004). Is it time to rethink Healthy Start/Healthy Families? Child Abuse and 
Neglect, 28, 589-595. doi:10.1016/j.chiabu.2004.04.004 
Chaffin, M., & Bard, D. (2006). Impact of intervention surveillance bias on analyses of 
child welfare report outcomes. Child Maltreatment, 11, 301-312. 
doi:10.1177/1077559506291261 
Chazan-Cohen, R., Ayoub, C., Pan, B. A., Roggman, L., Raikes, H., Mckelvey, L., & 
Hart, A. (2007). It takes time: Impacts of Early Head Start that lead to reductions 
in maternal depression two years later. Infant Mental Health Journal, 28, 151-
170. 
 
111 
 
 
 
111 
Child Welfare Information Gateway, Children’s Bureau, U.S. Department of Health and 
Human Services. (2013). Making and screening reports of child abuse and 
neglect. Washington, DC: Author. Retrieved from 
https://www.childwelfare.gov/pubPDFs/repproc.pdf 
Child Welfare Information Gateway, Children’s Bureau, U.S. Department of Health and 
Human Services. (2015). Understanding the effects of maltreatment on brain 
development. Washington, DC: Author. 
Cicchetti, D., & Toth, S. L. (2000). Developmental processes in maltreated children. In 
D. J. Hansen (Ed.), Motivation and child maltreatment: Volume 46 of the 
Nebraska Symposium on Motivation (pp. 85-160). Lincoln, NE: University of 
Nebraska Press. 
Cicchetti, D., & Toth, S. L. (2005). Child maltreatment. Annual Review of Clinical 
Psychology, 1, 409-438. doi:10.1146/annurev.clinpsy.1.102803.144029 
Coulton, C. J., Crampton, D. S., Irwin, M., Spilsbury, J. C., & Korbin, J. E. (2007). How 
neighborhoods influence child maltreatment: A review of the literature and 
alternative pathways. Child Abuse & Neglect, 31, 1117-1142. 
doi:10.1016/j.chiabu.2007.03.023 
Creswell, J. W., Klassen, A. C., Plano Clark, V. L., & Smith, K. C. (2011a). Best 
practices for mixed methods research in the health sciences. Bethesda, MD: 
National Institutes of Health. Retrieved from 
http://obssr.od.nih/gov/mixed_methods_research 
Creswell, J. W., & Plano Clark, V. L. (2011b). Designing and conducting mixed methods 
research (2nd ed.). Thousand Oaks, CA: Sage. 
 
112 
 
 
 
112 
Cyr, C., Michel, G., & Dumais, M. (2013). Child maltreatment as a global phenomenon: 
From trauma to prevention. International Journal of Psychology, 48, 141-148. 
doi:10.1080/00207594.2012.705435 
Daro, D. (2000). Child abuse prevention: New directions and challenges. In D. J. Hansen 
(Ed.), Motivation and child maltreatment: Volume 46 of the Nebraska Symposium 
on Motivation (pp. 85-160). Lincoln, NE: University of Nebraska Press.  
Daro, D. (2005). Response to Chaffin (2004). Child Abuse & Neglect, 29, 237-240.  
 
doi:10.1016/j.chiabu.2005.03.001 
 
Daro, D. A. (2006). Home visitation: Assessing progress, managing expectations. 
Chicago IL: Chapin Hall at the University of Chicago. Retrieved from 
http://www.chapinhall.org/sites/default/files/old_reports/323.pdf 
Daro, D. A. (2009). Embedding home visitation programs within a system of early 
childhood services. Chicago, IL: Chapin Hall at the University of Chicago. 
Retrieved from 
http://www.chapinhall.org/sites/default/files/publications/Issue_Brief_R3_09_09_
09_0.pdf 
Daro, D. A., & Cohn-Donnelly, A. (2002). Child abuse prevention: Accomplishments 
and challenges. In J. E. B. Myers, L. Berliner, J. Briere, C. T. Hendrix, C. Jenny, 
& T. A. Reid (Eds.), APSAC handbook on child maltreatment (2nd ed., pp. 431-
448). Thousand Oaks, CA: Sage Publications. 
Daro, D. A., & Harding, K. A. (1999). Healthy Families America: Using research to 
enhance practice. The Future of Children, 9, 152-176. doi:10.2307/1602726 
 
113 
 
 
 
113 
Davidov, D. M., & Jack, S. M. (2014). Nurse home visitors’ perceived awareness of 
mandatory reporting requirements: Pregnant women’s and children’s exposure to 
intimate partner violence. Journal of Advanced Nursing, 70, 1770-1779. 
doi:10.1111/jan.12334 
De Bellis, M. D. (2005). The psychobiology of neglect. Child Maltreatment, 10, 150-172. 
doi:10.1177/1077559505275116 
De Bellis, M. D., Hooper, S. R., Spratt, E. G., & Woolley, D. E. (2009). 
Neuropsychological findings in child neglect and their relationships to pediatric 
PTSD. Journal of the International Neuropsychological Society, 15, 868-878. 
doi:10.1017/S1355617709990464 
Doris Duke fellowships for the promotion of child well-being. (2012). Retrieved May 30, 
2014, from http://www.chapinhall.org/fellowships/doris-duke-fellowships 
Dubowitz, H., Kim, J., Black, M. M., Weisbart, C., Semiatin, J., & Magder, L. S. (2011). 
Identifying children at high risk for a child maltreatment report. Child Abuse and 
Neglect, 35, 96-104. doi:10.1016/j.chiabu.2010.09.003 
Duffy, J. Y., Hughes, M., Asnes, A. G., & Leventhal, J. M. (2015). Child maltreatment 
and risk patterns among participants in a child abuse prevention program. Child 
Abuse & Neglect, 44, 184-193. doi:10.1016/j.chiabu.2014.11.005 
Duggan, A. K., McFarlane, E., Fuddy, L., Burrell, L., Higman, S. M., Windham, A., & 
Sia, C. (2004). Randomized trial of a statewide home visiting program: Impact in 
preventing child abuse and neglect. Child Abuse and Neglect, 28, 597-622. 
doi:10.1016/j.chiabu.2003.08.007 
 
114 
 
 
 
114 
DuMont, K., Kirkland, K., Mitchell-Herzfeld, S., Ehrhard-Dietzel, S., Rodriguez, M. L., 
Lee, E.,…Greene, R. (2010). Final report: A randomized trial of Healthy Families 
New York (HFNY): Does home visiting prevent child maltreatment? Retrieved 
from https://www.ncjrs.gov/pdffiles1/nij/grants/232945.pdf 
Dunn, M. G., Tarter, R. E., Mezzich, A. C., Vanyukov, M., Kirisci, L., & Kirillova, G. 
(2002). Origins and consequences of child neglect in substance abuse families. 
Clinical Psychology Review, 22, 1063-1090. doi:10.1016/S0272-7358(02)00132-
0 
Eckenrode, J., Ganzel, B., Henderson, C. R., Smith, E., Olds, D. L., Powers, J., … Sidora, 
K. (2000). Preventing child abuse and neglect with a program of nurse home 
visitation: The limiting effects of domestic violence. Journal of the American 
Medical Association, 284, 1385-1391. doi:10.1001/jama.284.11.1385 
Eigsti, I. M., & Cicchetti, D. (2004). The impact of child maltreatment on expressive 
syntax at 60 months. Developmental Science, 7, 88-102. doi:10.1111/j.1467-
7687.2004.00325.x 
Eisen, M. L., Goodman, G. S., Qin, J., Davis, S., & Crayton, J. (2007). Maltreated 
children’s memory: Accuracy, suggestibility, and psychopathology. 
Developmental Psychology, 43, 1275-1294. doi:10.1037/0012-1649.32.6.1275 
Erickson, M. E., & Egeland, B. (2010). Child neglect. In J.E.B. Myers (Ed.), The APSAC  
handbook on child maltreatment (3rd ed., pp. 103-124). Thousand Oaks, CA: 
Sage. 
Faldowski, R. A., Chazan-Cohen, R., Love, J. M., & Vogel, C. (2013). Design and 
methods in the Early Head Start study. Monographs of the Society for Research in 
 
115 
 
 
 
115 
Child Development, 78, 20-35. doi:10.1111/j.1540-5834.2012.00701.x 
Fantuzzo, J., McWayne, C., & Bulotsky, R. (2003). Forging strategic partnerships to 
advance mental health science and practice for vulnerable children. School 
Psychology Review, 32, 17-37. 
Friedenberg, S. L., Hansen, D. J., & Flood, M. F. (2013). Epidemiology of child and 
adolescent sexual abuse. In D. S. Bromberg & W. T. O’Donohue (Eds.), 
Handbook of child and adolescent sexuality: Developmental and forensic 
psychology (pp. 303-324). New York, NY: Elsevier. doi:10.1016/B978-0-12-
387759-8.00012-XSwin 
Gambrill, E., & Shlonsky, A. (2000). Risk assessment in context. Children and Youth 
Services Review, 22, 813-837. doi:10.1016/S0190-7409(00)00123-7 
Gilbert, R., Widom, C. S., Browne, K., Fergusson, D., Webb, E., & Janson, S. (2009). 
Burden and consequences of child maltreatment in high-income countries. Lancet, 
373, 68-81. doi:10.1016/S0140-6736(08)61706-7 
Gill, S., Greenberg, M. T., Moon, C., & Margraf, P. (2007). Home visitor competence, 
burnout, support, and client engagement. Journal of Human Behavior in the 
Social Environment, 15, 23-44. doi:10.1300/J137v15n01_02 
Golden, O. (2009). Reforming child welfare. Washington, DC: The Urban Institute Press. 
 
Gomby, D. S. (2007). The promise and limitations of home visiting: Implementing 
effective programs. Child Abuse & Neglect, 31, 793-799. 
doi:10.1016/j.chiabu.2007.07.001 
 
116 
 
 
 
116 
Gould, F., Clarke, J., Heim, C., Harvey, P. D., Majer, M., & Nemeroff, C. B. (2012). The 
effects of child abuse and neglect on cognitive functioning in adulthood. Journal 
of Psychiatric Research, 46, 500-506. doi:10.1016/j.jpsychires.2012.01.005 
Graham-Bermann, S. A. (2002). Child abuse in the context of domestic violence. In J. E. 
B. Myers, L. Berliner, J. Briere, C. T. Hendrix, C. Jenny, & T. A. Reid (Eds.), 
APSAC handbook on child maltreatment (2nd ed., pp. 21-54). Thousand Oaks, 
CA: Sage. 
Green, B. L., Ayoub, C., Bartlett, J. D., Von Ende, A., Furrer, C., Chazan-Cohen, 
R.,…Klevens, J. (2014). The effect of Early Head Start on child welfare system 
involvement: A first look at longitudinal child maltreatment outcomes. Children 
and Youth Services Review, 42, 127-135. doi:10.1016/j.childyouth.2014.03.044 
Guterman, K. (2015). Unintended pregnancy as a predictor of child maltreatment. Child 
Abuse & Neglect, 48, 160-169. doi:10.1016/j.chiabu.2015.05.014 
Ha, Y., Collins, E., & Martino, D. (2015). Child care burden and the risk of child 
maltreatment among low-income working families. Children and Youth Services 
Review, 59, 19-27. doi:10.1016/j.childyouth.2015.10.008 
Hahn, R. A., Mercy, J., Bilukha, O., & Briss, P. (2005).  Assessing home visiting 
programs to prevent child abuse: Taking silver and bronze along with gold. Child 
Abuse & Neglect, 29, 215-218. doi:10.1016/j.chiabu.2005.02.007 
Harden, B. J. (2004). Safety and stability for foster children: A developmental 
perspective. The Future of Children, 14, 30-47. doi:10.2307/1602753 
Harden, B. J., Denmark, N., & Saul, D. (2010). Understanding the needs of staff in Head 
Start programs: The characteristics, perceptions, and experiences of home visitors. 
 
117 
 
 
 
117 
Children and Youth Services Review, 32, 371-379. 
doi:10.1016/j.childyouth.2009.10.008 
Haskins, R., & Margolis, G. (2014). Show me the evidence: Obama’s fight for rigor and 
results in social policy. Washington, DC: Brookings Institution Press.  
Hebbeler, K. M., & Gerlach-Downie, S. G. (2002). Inside the black box of home visiting: 
A qualitative analysis of why intended outcomes were not achieved. Early 
Childhood Research Quarterly, 17, 28-51. doi:10.1177/105381510702900205 
Hecht, D. B., & Hansen, D. J. (2001). The environment of child maltreatment: Contextual 
factors and the development of psychopathology. Aggression and Violent 
Behavior, 6, 433-457. doi:10.1016/S1359-1789(00)00015-x 
Heim, C. M., Newport, D. J., Bonsall, R., Miller, A. H., & Nemeroff, C. B. (2001). 
Altered pituitary-adrenal axis responses to provocative challenge tests in adult 
survivors of childhood abuse. American Journal of Psychiatry, 158, 575-581. 
doi:10.1176/appi.ajp.158.4.575 
Heim, C. M., Newport, D. J., Mletzko, T. C., Miller, A. H., & Nemeroff, C. B. (2008). 
The link between childhood trauma and depression: Insights from HPA axis 
studies in humans. Psychoneuroendocrinology, 33, 693-710. 
doi:10.1016/j.psyneuen.2008.03.008 
Holland, M. L., Xia, Y., Kitzman, H. J., Dozier, A. M., & Olds, D. L. (2014). Patterns of 
visit attendance in the Nurse-Family Partnership program. American Journal of 
Public Health, 104, e58-365. doi:10.2105/AJPH.2014.302115 
 
118 
 
 
 
118 
Holt, S., Buckley, H., & Whelan, S. (2008). The impact of exposure to domestic violence 
on children and young people: A review of the literature. Child Abuse & Neglect, 
32, 797-810. doi:10.1016/j.chiabu.2008.02.004 
Howard, K. S., & Brooks-Gunn, J. (2009). The role of home visiting programs in 
preventing child abuse and neglect. The Future of Children, 19, 119-146. 
doi:10.1353/foc.0.0032 
Hubel, G. S. (2014). Identifying risk for and preventing child maltreatment in Early Head 
Start families (Unpublished doctoral dissertation). University of Nebraska-
Lincoln. 
Hubel, G. S., Schreier, A., Flood, M. F., & Hansen, D. J. (2014). The relationship 
between Early Head Start participation and maltreatment: Implications for 
intervention and prevention. Manuscript in preparation.  
Hubel, G. S., Schreier, A., Flood, M. F., & Hansen, D. J. (2012, November). The 
relationship between Early Head Start participation and maltreatment: 
Implications for early intervention and prevention. Poster presented at the 46th 
Annual Convention of the Association for Behavioral and Cognitive Therapies, 
National Harbor, MD. 
Hyter, Y., Henry, J., Atchison, B., Sloane, M., & Black-Pond, C. (2003). Children 
affected by trauma and alcohol exposure: A profile of the southwestern Michigan 
children’s trauma assessment center. The ASHA Leader, 14, 6-7. 
Institute of Medicine, & National Research Council. (2013). New directions in child 
abuse and neglect research. Washington, DC: The National Academies Press. 
 
119 
 
 
 
119 
Jaffee, S. R., & Christian, C. W. (2014). The biological embedding of child abuse and 
neglect: Implications for Policy and Practice. Society for Research in Child 
Development Social Policy Report, 28(1), 1-36.  
Kim, J., & Cicchetti, D. (2010). Longitudinal pathways linking child maltreatment, 
emotion regulation, peer relations, and psychopathology. Journal of Child 
Psychology and Psychiatry, 51, 706-716. doi:10.1111/j.1469-7610.2009.02202.x 
King, G., & Zeng, L. (2001). Logistic regression in rare events data. Political Analysis, 9, 
137-163. Retrieved from https://dash.harvard.edu/handle/1/4125045 
Kisker, E. E., Love, J. M., Raikes, H., Boller, K., Paulsell, D., Rosenberg, L., … Berlin, 
L. J. (1999). Leading the way: Characteristics and early experiences of selected 
Early Head Start Programs. Volume 1: Cross-site perspectives. Prepared for 
Administration on Children, Youth, and Families, U.S. Department of Health and 
Human Services, Washington, DC. Retrieved from 
http://www.acf.hhs.gov/sites/default/files/opre/leading_the_way_vol_3_program_
implementation.pdf  
Kitzman, H. J., Cole, R., Yoos, H. L., & Olds, D. (1997). Challenges experienced by 
home visitors: A qualitative study of program implementation. Journal of 
Community Psychology, 25, 95-109. doi:10.1002/(SICI)1520-
6629(199701)25:1<95::AID-JCOP7>3.0.CO;2-1 
Kohl, P., Jonson-Reid, M., & Drake, B. (2009). Time to leave substantiation behind. 
Child Maltreatment, 14, 17-26. doi: 10.1177/1077559508326030 
Korfmacher, J., Green, B., Staerkel, F., Peterson, C., Cook, G., Roggman, L., & 
Schiffman, R. (2008). Parent involvement in early childhood home visiting. Child 
 
120 
 
 
 
120 
Youth Care Forum, 37, 171-196. doi:10.1007/s10566-008-9057-3 
Langevin, R., Cossette, L., & Hébert, M. (2016). Emotion regulation in sexually abused 
preschoolers. Child Psychiatry & Human Development, 47, 1-12. 
doi:10.1007/s10578-0538-y 
Langevin, R., Hébert, M., & Cossette, L. (2015). Emotion regulation as a mediator of the 
relation between sexual abuse and behavior problems in preschoolers. Child 
Abuse & Neglect, 46, 15-26. doi:10.1016/j.chiabu.2015.02.001 
Lansford, J. E., Criss, M. M., Dodge, K. A., Shaw, D. S., Pettit, G. S., & Bates, J. E. 
(2009). Trajectories of physical discipline: Early childhood antecedents and 
developmental outcomes. Child Development, 80, 1385-1402. doi:10.1111.j.1467-
8624.2009.01340.x 
Leiter, J., Myers, K. A., & Zingraff, M. T. (1994). Substantiated and unsubstantiated 
cases of child maltreatment: Do their consequences differ? Social Work Research, 
18, 67-82. 
Love, J. M., Chazan-Cohen, R., Raikes, H., & Brooks-Gunn, J. (2013). What makes a 
difference: Early Head Start evaluation findings in a developmental context. 
Monographs of the Society for Research in Child Development, 78, 1-173. 
doi:10.1111/j.1540-5834.2012.00699.x 
Love, J. M., Kisker, E. E., Ross, C. M., Schochet, P. Z., Brooks-Gunn, J., Boller, K., ... 
Berlin, L. J. (2001). Building their futures: How Early Head Start programs are 
enhancing the lives of infants and toddlers in low-income families.  (Report 
prepared for the Administration for Children and Families, U.S. Department of 
Health and Human Services). Princeton, NJ: Mathematica Policy Research. 
 
121 
 
 
 
121 
Lupien, S. J., Fiocco, A., & Wan, N. (2005). Stress hormones and human memory 
function across the lifespan. Psychoneuroendocrinology, 30, 225-242. 
doi:10.1016/j.psyneuen.2004.08.003 
Lutzker, J. R., & Edwards, A. (2009). SafeCare: Towards wide-scale implementation of a 
child maltreatment prevention program. International Journal of Child Health 
and Human Development, 2, 7-15. 
Maguire-Jack, K. (2014). Multilevel investigation into the community context of child 
maltreatment. Journal of Aggression, Maltreatment, & Trauma, 23, 229-248. 
doi:10.1080/10926771.2014.881950 
Maguire-Jack, K., & Showalter, K. (2016). The protective effect of neighborhood social 
cohesion in child abuse and neglect. Child Abuse & Neglect, 52, 29-37. 
doi:10.1016/j.chiabu.2015.12.011 
Mammen, O., Kolko, D., & Pilkonis, P. (2003). Parental cognitions and satisfaction: 
Relationship to aggressive parental behavior in child physical abuse. Child 
Maltreatment, 8, 288-301. doi:10.1177/1077559503257112 
Martin, A., Gardner, M., & Brooks-Gunn, J. (2012). The mediated and moderated effects 
of family support on child maltreatment. Journal of Family Issues, 33, 920-941. 
doi:10.1177/0192513X11431683 
McCurdy, K., Daro, D., Anisfeld, E., Katzev, A., Keim, A., LeCroy, C.,…Winje, C. 
(2006). Understanding maternal intentions to engage in home visiting programs. 
Children and Youth Services Review, 28, 1195-1212. 
doi:10.1016/j.childyouth.2005.11.010 
 
122 
 
 
 
122 
McKelvey, L. M., Whiteside-Mansell, L., Conners-Burrows, N. A., Swindell, T., & 
Fitzgerald, S. (2016). Assessing adverse experiences from infancy through early 
childhood in home visiting programs. Child Abuse & Neglect, 51, 295-302. 
doi:10.1016/j.chiabu.2015.09.008 
Mikton, C., & Butchart, A. (2009). Child maltreatment prevention: A systematic review 
of reviews. Bull World Health Organization, 87, 353-361. 
doi:10.2471//BLT.08.057075 
Miles, M. B., & Huberman, A. M. (1994). Qualitative data analysis (2nd ed.). Thousand 
Oaks, CA: Sage. 
Molnar, B. E., Goerge, R. M., Gilsanz, P., Hill, A., Subramanian, S. V., Holton, J., K., 
…& Beardslee, W. R. (2016). Neighborhood-level social processes and 
substantiated cases of child maltreatment. Child Abuse & Neglect, 51, 41-53. 
doi:10.1016/j.chiabu.2015.11.007 
Moradi, A. R., Doost, H. T. N., Taghavi, M. R., Yule, W., & Dalgleish, T. (1999). 
Everyday memory deficits in children and adolescents with PTSD: Performance 
on the Rivermead Behavioural Memory Test. Journal of Child Psychology and 
Psychiatry, 40, 357-361. doi:10.1111/1469-7610.00453 
Mulvihill, D. (2005). The health impact of childhood trauma: An interdisciplinary 
review, 1997-2003. Issues in Comprehensive Pediatric Nursing, 28, 115-136. 
Retrieved from 
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=2009011130&s
ite=ehost-live 
 
123 
 
 
 
123 
National Academy of Sciences. (2013). New direction in child abuse and neglect 
research. Washington, DC: The National Academies Press. Retrieved from 
https://www.nap.edu/catalog/18331/new-directions-in-child-abuse-and-neglect-
research 
O’Brien, R. A., Moritz, P., Luckey, D. W., McClatchey, M. W., Ingoldsby, E. M., & 
Olds, D. L. (2012). Mixed methods analysis of participant attrition in the Nurse-
Family Partnership. Prevention Science, 13, 219-228. doi:10.1007/s11121-012-
0287-0 
O’Hara, M., Legano, L., Homel, P., Walker-Descartes, I., Rojas, M., & Laraque, D. 
(2015). Children neglected: Where cumulative risk theory fails. Child Abuse & 
Neglect, 45, 1-8. doi:10.1016/j.chiabu.2015.03.007 
Olds, D. L. (2006). The Nurse-Family Partnership: An evidence-based preventive 
intervention. Infant Mental Health Journal, 27(1), 5-25. doi:10.1002/imhj.20077 
Olds, D., Eckenrode, J., & Kitzman, H. (2005). Clarifying the impact of the Nurse-
Family Partnership on child maltreatment: Response to Chaffin (2004). Child 
Abuse & Neglect, 29, 229-233. doi:10.1016/j.chiabu.2005.02.005 
Olds, D. L., Hill, P. L., O'Brien, R., Racine, D., & Moritz, P. (2003). Taking prevention 
to scale: The Nurse-Family Partnership. Cognitive and Behavioral Practice, 10, 
278-290. doi:10.1016/S1077-7229(03)80046-9 
Palusci, V. J. (2011). Risk factors and services for child maltreatment among infants and 
young children. Children and Youth Services Review, 33, 1374-1382. 
doi:10.1016/j.childyouth.2011.04.025 
Pecora, P. J., Chahine, Z., & Graham, J. C. (2013). Safety and risk assessment 
 
124 
 
 
 
124 
frameworks: Overview and implications for child maltreatment fatalities. Child 
Welfare, 92, 143-160. 
Peters, R., & Barlow, J. (2005). Systematic review of instruments designed to predict 
child maltreatment during the antenatal and postnatal periods. Child Abuse 
Review, 12, 416-439. doi:10.1002/car.821 
Radloff, L. S. (1977). The CES-D Scale: A self-report depression scale for research in the 
general population. Applied Psychological Measurement, 1, 385-401. 
doi:10.1177/014662167700100306 
Raikes, H. H., Brooks-Gunn, J., & Love, J. M. (2013). Background literature review 
pertaining to the Early Head Start study. Monographs of the Society for Research 
in Child Development, 78(1), 1-19. doi:10.1111/j.1540-5834.2012.00700.x 
Raikes, H., Green, B. L., Atwater, J., Kisker, E., Constantine, J., & Chazan-Cohen, R. 
(2006). Involvement in Early Head Start home visiting services: Demographic 
predictors and relations to child and parent outcomes. Early Childhood Research 
Quarterly, 21, 2-24. doi:10.1016/j.ecresq.2006.01.006 
Reynolds, A. J., Mathieson, L. C., & Topitzes, J. W. (2009). Do early childhood 
interventions prevent child maltreatment: A review of research. Child 
Maltreatment, 14, 182-206. doi:10.1177/1077559508326223 
Ridings, L. E., Beasley, L. O., & Silovsky, J. F. (2017). Consideration of risk and 
protective factors for families at risk for child maltreatment: An intervention 
approach. Journal of Family Violence, 32, 179-188. doi:10.1007/s10896-016-
9826-y 
 
125 
 
 
 
125 
Risch, E. C., Owora, A., Nandyal, R., Chaffin, M., & Bonner, B. L. (2014). Risk for child 
maltreatment among infants discharged from a neonatal intensive care unit: A 
sibling comparison. Child Maltreatment, 19, 92-100. 
doi:10.1177/1077559514539387 
Saias, T., Lerner, E., Greacen, T., Emer, A., Guedeney, A., Dugravier, R., … Guedeney, 
N. (2016). Parent-provider relationship in home visiting interventions. Children 
and Youth Services Review, 69, 106-115. doi:10.1016/j.childyouth.2016.08.004 
Sama-Miller, E., Akers, L., Mraz-Esposito, A., Avellar, S., Paulsell, D., & Del Grosso, P. 
(2016). Home visiting evidence of effectiveness review: Executive summary. 
Office of Planning, Research and Evaluation, Administration for Children and 
Families, U.S. Department of Health and Human Services. Washington, DC.  
Schreier, A., Flood, M. F., & Hansen, D. J. (2014). Psychometric evaluation of the 
Behavioral, Emotional, and Social Screener (BESS) for assessing risk in early 
childhood. Manuscript in preparation. 
Schreier, A., Hubel, G. S., Flood, M. F., & Hansen, D. J. (2013, November). 
Psychometric evaluation of the Behavioral, Emotional, and Social Screener 
(BESS): Assessing risk to healthy development in early childhood. Poster 
presented at the 47th Annual Convention of the Association for Behavioral and 
Cognitive Therapies, Nashville, TN. 
Sedlak, A. J., Mettenberg, J., Basena, M., Petta, I., McPherson, K., Greene, A., & Li, S. 
(2010). Fourth national incidence study of child abuse and neglect: Report to 
Congress, executive summary (Report No. NIS-4). Washington, DC: U.S. 
Department of Health & Human Services, Administration for Children and 
 
126 
 
 
 
126 
Families. Retrieved from 
http://www.acf.hhs.gov/programs/opre/abuse_neglect/natl_incid/index.html 
Shipman, K. L., & Zeman, J. (2001). Socialization of children’s emotion regulation in 
mother-child dyads: A developmental psychopathology perspective. Development 
and psychopathology, 13, 317-336. doi:10.1017/S0954579401002073 
Shonkoff, J. P., & Garner, A. S. (2012). The lifelong effects of early childhood adversity 
and toxic stress. Pediatrics, 129, e232-e246. doi:10.1542/peds.2011-2663 
Shonkoff, J. P., & Phillips, D. A. (Eds.). (2000). From neurons to neighborhoods: The 
science of early childhood development. Washington, DC: National Academy 
Press. 
Sidebotham, P., Heron, J., & ALSPAC Study Team. (2006). Child maltreatment in the 
“children of the nineties.”: A cohort study of risk factors. Child Abuse & Neglect, 
30, 497-522. doi:10.1016/j.chiabu.2005.11.005 
Spilsbury, J. C. & Korbin, J. E. (2013). Social networks and informal social support in 
protecting children from abuse and neglect. Child Abuse & Neglect, 37S, 8-16. 
doi:10.1016/j.chiabu.2013.10.027 
Stith, S. M., Liu, T., Davies, L. C., Boykin, E. L., Alder, M. C., Harris, J. M., … Dees, J. 
(2009). Risk factors in child maltreatment: A meta-analytic review of the 
literature. Aggression and Violent Behavior, 14(1), 13-29. 
doi:10.1016/j.avb.2006.03.006  
Sweet, M. A., & Appelbaum, M. I. (2004). Is home visiting an effective strategy? A 
meta-analytic review of home visiting programs for families with young children. 
Child Development, 75, 1435-1456. doi:10.1111/j.1467-8624.2004.00750.x 
 
127 
 
 
 
127 
Tandon, S. D., Mercer, C. D., Saylor, E. L., & Duggan, A. K. (2008). Paraprofessional 
home visitors’ perspectives on addressing poor mental health, substance abuse, 
and domestic violence: A qualitative study. Early Childhood Research Quarterly, 
23, 419-428. doi:10.1016/j.ecresq.2008/02.002 
Tandon, S. D., Parillo, K. M., Jenkins, C., & Duggan, A. K. (2005). Formative evaluation 
of home visitors’ role in addressing poor mental health, domestic violence, and 
substance abuse among low-income pregnant and parenting women. Maternal 
and Child Health Journal, 9, 273–283. doi:10.1007/s10995-005-0012-8 
Teicher, M. H., & Samson, J. A. (2016). Annual research review: Enduring 
neurobiological effects of childhood abuse and neglect. Journal of Child 
Psychology and Psychiatry, 57, 241-266. doi:10.1111/jcpp.12507 
Theodore, A. D., Chang, J. J., Runyan, D. K., Hunter, W. M., Bangdiwala, S. I., & 
Agans, R. (2005). Epidemiologic features of the physical and sexual maltreatment 
of children in the Carolinas. Pediatrics, 115, e331-e337. doi:10.1542/peds.2004-
1033 
Thompson, R. A. (1995). Preventing child maltreatment through social support. A 
critical analysis. Thousand Oaks, CA: Sage. 
Tyler, S., Allison, K., & Winsler, A. (2006). Child neglect: Developmental consequences, 
intervention, and policy implications. Child and Youth Care Forum, 35, 1-20. 
doi:10.1007/s10566-005-9000-9 
Urquiza, A. J., & McNeil, C. B. (1996). Parent-Child Interaction Therapy: An intensive 
dyadic intervention for physically abusive families. Child Maltreatment, 1, 134-
144. doi:10.1177/1077559596001002005 
 
128 
 
 
 
128 
U.S. Department of Health and Human Services. (2013). Head Start Numbers. 
Washington, DC: Author. Retrieved from 
http://www.hhs.gov/secretary/about/blogs/head-start-numbers.html  
U.S. Department of Health and Human Services. (2015). Rules and regulations. Federal 
Register, 80. Retrieved from http://eclkc.ohs.acf.hhs.gov/hslc/tta-
system/operations/mang-sys/ersea 
U.S. Department of Health and Human Services, Administration on Children, Youth, and  
Families/Head Start Bureau. (2016a). Head Start performance standards and 
other regulations. Washington, DC: Author. 
U.S. Department of Health and Human Services, Administration on Children, Youth, and  
Families. (2016b). Child maltreatment 2014. Washington, DC: Author. Retrieved 
from https://www.acf.hhs.gov/sites/default/files/cb/cm2014.pdf 
Vasquez, E., & Pitts, K. (2006). Red flags during home visitation: Infants and toddlers. 
Journal of Community Health Nursing, 23, 132-131. 
doi:10.1207/s15327655jchn2302_5 
Veed, G. J., Cronch, L. E., Flood, M. F., & Hansen, D. J. (2006, November). The  
Behavioral, Emotional, and Social Screener (BESS) for infants, toddlers, and 
preschoolers: Reliability, validity, and clinical utility of a brief measure of early 
childhood risk. Poster presented at the Association for Behavioral and Cognitive 
Therapies’ 40th Annual Convention, Chicago, IL.  
Venta, A., Velez, L., & Lau, J. (2016). The role of parental depressive symptoms in 
predicting dysfunctional discipline among parents at high-risk for child 
 
129 
 
 
 
129 
maltreatment. Journal of Child and Family Studies, 25, 3076-3082. 
doi:10.10.1007/s10826-016-0473-y 
Vogel, C., Brooks-Gunn, J., Martin, A., & Klute, M. M. (2013). Impacts of Early Head 
Start participation on child and parent outcomes at ages 2, 3, and 5. Monographs 
of the Society for Research in Child Development, 78, 36-63. doi:10.1111/j.1540-
5834.2012.00702.x 
Vogel, C. A., Caronongan, P., Thomas, J., Bandel, E., Xue, Y., Henke, J., … Murphy, L. 
(2015). Toddlers in Early Head Start: A portrait of 2-year-olds, their families, 
and the programs serving them. OPRE Report #2015-10. Washington, DC: Office 
of Planning, Research, and Evaluation, Administration for Children and Families, 
U.S. Department of Health and Human Services. 
Voices for Children of Nebraska. (2006). Child welfare in Nebraska [Issue brief]. 
Omaha, NE: Author. 
Wasik, B. H., & Roberts, R. N. (1994). Home visitor characteristics, training, and 
supervision: Results of a national survey. Family Relations, 43, 336-341. 
doi:10.2307/585426 
Webster-Stratton, C. L. (2014). Incredible years® parent and child programs for 
maltreating families. In S. Timmer and A. Urquiza (Eds.), Evidence-based 
approaches for the treatment of maltreated children, (pp. 81-104). doi: 
10.1007/978-94-007-7404-9_6 
Widom, C. S., Czaja, S. J., Bentley, T., & Johnson, M. S. (2012). A prospective 
investigation of physical health outcomes in abused and neglected children: New 
findings from a 30-year follow-up. American Journal of Public Health, 102, 
 
130 
 
 
 
130 
1135-1144. doi:10.2105/AJPH.2011.300636 
Widom, C. S., Czaja, S. J., & DuMont, K. A. (2015). Intergenerational transmission of 
child abuse and neglect: Real or detection bias? Science, 347, 1480-1485. 
doi:10.1126/science.1259917 
Williams, R. (2016). Analyzing rare events with logistic regression. Retrieved from 
https://www3.nd.edu/~rwilliam/stats3/RareEvents.pdf 
Wilson, K. R., Hansen, D. J., & Li, M. (2011). The traumatic stress response in child  
maltreatment and resultant neuropsychological effects. Aggression and Violent 
Behavior, 16, 87-97. doi:10.1037/a003281
 
131 
 
 
 
131 
APPENDIX A 
Qualitative Interview 
 
The following script should be read to the home visitor or supervisor before beginning 
the interview: 
 Thank you for meeting with me.  I appreciate your time and allowing me to ask 
you questions about your experiences working with the Early Head Start program.  I am 
trying to learn more about how you think about child maltreatment in your work with 
families.  I want to know what you think about the factors that place children and families 
at risk for child maltreatment.  I would also like to hear about what you do when you 
work with families who you believe are at risk for child maltreatment. 
 This interview will consist of open-ended questions.  At the end, you will be 
asked to read 2-3 vignettes and discuss them.  The interview should take approximately 
one hour.  I ask that you be as specific as possible without providing any identifying 
information about individuals or families.  For example, please do not refer to any family 
by name.  Also, please answer only the questions you are comfortable with.  
 As a reminder, all of your responses are confidential.   
Demographic Questionnaire 
 First, I will ask you some basic questions about yourself.   
Age: ____ 
Gender:  ___ Male   ___ Female 
Which best describes your race/ethnicity?:  __White  __Hispanic  __Black or African-
American __Multiracial/Biracial  __Asian   __American Indian/Alaska Native 
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What is your educational background?:  __Less than high school degree __High school 
diploma/GED   ___Some college/Associates degree __Bachelor’s degree  __Advanced 
degree 
How long have you worked as a home visitor?: ___ years  ____ months 
Interview 
 Central Question:  What do you consider child maltreatment? 
Possible probes/follow up questions: 
a. How do you identify child maltreatment in the families you work with?  
b. How do you communicate about child maltreatment with the families you 
work with? With other Early Head Start staff members? 
 Central Question:  What characteristics of a child or family makes them more 
likely to experience child maltreatment? 
 Possible probes/follow up questions:  
a. What are other “risk factors” for maltreatment?  
b. Call to mind a family that you have worked with that you have been 
concerned about.  Without giving any identifying information, what made you 
feel concerned? 
c. What makes a family you are concerned about different from a family you are 
not concerned about?   
 Central Question:  How do you work with a family who you think is likely to 
experience child maltreatment? 
Possible probes/follow up questions: 
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a. Do you communicate concerns about maltreatment to the families you work 
with? If so, how? If not, why not? 
b. Based on the risk factors you identified earlier (for example, _______), what 
services could help these families? 
c. What could Early Head Start do that would make it easier for you to work 
with these families? 
Vignettes 
 
You will now be asked to read three brief vignettes and answer questions about them.  
These vignettes are fictional but based on things likely to happen for families enrolled in 
Early Head Start.  
 
You are working with the Hernandez family.  Juanita is a 21-year-old single parent with 
two children.  Her youngest daughter, Maria, is enrolled in Early Head Start, and her 
oldest daughter is in kindergarten.  Juanita recently completed her Associates Degree, but 
has not been able to find a job.  She has recently struggled to pay her bills, so she and her 
daughters have been staying with a friend.  At the last visit, Juanita told you that she is 
three months pregnant.  She says that she has already had an appointment with a doctor, 
but reports feeling worried about this pregnancy, since Maria was born very early and 
had trouble gaining weight.  
 
a. Identify all aspects of this vignette that would be a concern to you. 
 
b. What would you do to address these concerns if you were working with this 
family? 
 
You are working with the Miller family.  Ann, the primary caregiver, is 36 years old.  
She lives in a house with her husband, Mark, and their three children.  Their youngest 
child, Andrew, is two years old.  When he was 18 months old, he was diagnosed with a 
feeding disorder and has a g-tube.  Both Ann and Mark work during the day, so Andrew 
and his siblings go to a neighborhood daycare.  Ann recently mentioned that there has 
been a lot of fighting in their house, since Mark started drinking again and having 
problems at his job.  When you asked her if she had ever been worried about her safety, 
she became quiet and changed the subject.  She has seemed a little down lately, and you 
remember that she said she had depression when she was younger.  Ann reports that she 
can only talk to her sister about what is going on in her life.  However, she usually seems 
to be managing the stress well, and hardly ever brings anything up during visits.  
 
c. Identify all aspects of this vignette that would be a concern to you. 
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d. What would you do to address these concerns if you were working with this 
family? 
 
You are working with the Kassab family.  Mohammed, the primary caregiver, is 40 years 
old.  He lives with his wife, Fatima, and their five children.  Mohammed works part-time, 
and comes home for visits.  He has said that he would like a promotion, but is not eligible 
for one because he did not graduate from high school.  He identified getting his GED as a 
goal in the most recent family partnership agreement.  Mohammed is very engaged in the 
visit, and translates most of the material for Fatima, who does not speak English.  At the 
most recent visit, Mohammed appeared very frustrated with two of his children – Ahmad, 
who is six, and Hassan, who is three.  He says that both boys have been acting out almost 
constantly.  You have witnessed them hitting each other, throwing toys, and running out 
of the house at prior visits.  When this happens, Mohammed becomes very angry and 
yells at them using a very harsh tone.  You have noticed that these behaviors seem to 
occur more frequently when the boys are left alone because Mohammed is engaged with 
Alia, who is two and enrolled in Early Head Start.  Mohammed does not seem to 
understand that, and expects them to keep themselves occupied with appropriate 
activities.  
 
a. Identify all aspects of this vignette that would be a concern to you. 
 
b. What would you do to address these concerns if you were working with this 
family? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
